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ABSTRACT 
Family Medicine for Universal Health Coverage 
The Case of the Health Transformation Programme in Turkey 
Ana Belén Espinosa González 
Supervisor: Prof. Charles Normand 
Keywords: family medicine, primary health care, health transformation, Turkey 
This study aims to assess the integration of primary health care (PHC), especially family medicine 
(FM), in the Turkish health system after the implementation of the Family Medicine Programme 
(FMP) that was initiated in 2005. Objectives: The study evaluates, firstly, the association 
between the utilisation of the PHC and secondary and tertiary services; and secondly, the 
challenges encountered by family physicians (FPs) and FM academicians in the implementation 
of the FMP. Methodology: The study follows a mixed-methods design. An ecological cross-
sectional analysis is performed, to measure associations by running correlations and hierarchical 
multiple regressions on secondary statistical data covering the period of 2008 – 2013. This is 
followed by a qualitative analysis of data collected through semi-structured field interviews 
conducted with 7 FPs working in the FM service and 8 academicians. The analysis is carried out 
through the framework method by applying predefined categories which emerged from the 
quantitative analysis in the initial management of the data. Results: Descriptive statistics show a 
general increase in the utilisation of health services. Accordingly, the Pearson Coefficient 
between PHC visits and secondary and tertiary care visits is positive. Regression analysis does 
not provide conclusive results, except for one year, 2010, when PHC visits significantly predict 
a decrease in secondary and tertiary visits. However, this is not supported by the literature review 
or the descriptive statistics. The main themes obtained in the qualitative analysis are the 
inadequate planning of the reforms, insufficient political commitment to integrate FM in the 
system and implications of the market model implementation, which were considered responsible 
for the difficulties experienced with the FMP. Concerns regarding the quality of health care after 
the FMP, public education, and FPs’ ethical values have arisen during the interviews. The positive 
aspects of the FMP have been the increase of the public trust in the service, the better 
acknowledgment of the FM discipline and the increased interest from medical students in FM 
specialisation. Results highlight, at the governance level, the importance of the proper planning 
of the reforms with all FM stakeholders included in the policy making, and at the process level, 
the need to implement a working referral system to allow the gatekeeping function of FM. 
Word count: 14,873 
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1.  INTRODUCTION 
Family medicine is a scientific discipline and medical speciality dedicated to the achievement of 
comprehensive and longitudinal health care for the population in their communities in a primary 
health care (PHC) service setting. It was first institutionalised in Canada in 1969 and since then, 
the Word Organisation of Family Medicine Doctors (WONCA), created in 1972, has been setting 
the grounds for the improvement of the discipline and practice in benefit of the population 
(MacDonald 1981).  
The Family Medicine (FM) specialisation has been introduced in the health systems over the past 
30 years in the process of the decentralisation in order to improve the PHC efficiency and health 
outcomes (Axelsson et al. 2007). The PHC, and the family physician (FP) as its main responsible, 
provide accessible, comprehensive and continuous health care to individuals in their 
communities. When FM is properly implemented, it helps coordinate PHC with other health 
services and contributes to the improvement of quality of health care (Starfield 1992; Atun 2004; 
Kringos et al. 2010).  
The “Health for All” movement started in the 1970s and set the path towards the Universal Health 
Coverage (UHC) model that reaches our days (WHO 1981; Lawn et al. 2008). Its goals and 
principles for the achievement of the “highest possible level of health” for all the population were 
assembled in the Declaration of Alma-Ata (Declaration of Alma-Ata 1978). This international 
declaration specifically called for a political commitment to implement a sustainable and 
integrated PHC as the essential health care where evidence-based curative and preventive 
interventions are provided in a longitudinal, continuous and coordinated manner for all the 
individuals and their communities (Chan 2008). The World Health Organization (WHO) director 
at this time, Halfdan Mahler, refers to Alma-Ata as “one of the rare occasions where a sublime 
consensus between the ‘haves’ and the ‘have-nots’ in local and global health emerged” (Lawn et 
al. 2008).  
The understanding of the PHC and its implication in the health system have been evolving along 
with economic and political events since Alma-Ata. However, the initial commitments were not 
translated into practice in most countries, and the PHC principles and values lost their strength. 
This was due to misinterpretation of the concept, economic crises and epidemic outbreaks that 
supported more selective approaches, as for HIV/AIDS (Lawn et al. 2008), leaving behind the 
strengthening of the PHC service (Banerji 2003).  
After the fall of communism, the arrival of liberalisation generated an evolution towards market-
oriented reforms in the health systems of ex-Soviet countries, which had lost their political 
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sustainability for the Semashko model (Paalman et al. 1998; Janes et al. 2006; Rechel & McKee 
2009; Antoun et al. 2011). In this context, the World Bank launched the report “Investing in 
Health” (World Bank 1993) to assist health reforms, providing policy recommendations, among 
them, the implementation of PHC and the FM speciality. The Turkish Health Transformation 
Programme (HTP), which is the context of this study, was guided by the World Bank (World 
Bank 2003). 
Turkey is an upper middle income developing country (OECD 2014) located in a strategic 
situation between Europe, Asia and Africa (Figure 1.1). Turkey is a secular parliamentary 
democracy, with a population of 77,695,904 (2014 census). Following the fall of the Ottoman 
Empire after World War I, the current Republic of Turkey was founded in 1923 under the 
leadership of Mustafa Kemal Atatürk, who served as its first president. Turkey is a member of 
the UN, NATO, OSCE, OIC and the G-20. Turkey is also a founding member of OECD and one 
of the first members of the Council of Europe (Encyclopaedia Brittanica 2015). Becoming an 
associate member of the European Economic Community (EEC) in 1963, Turkey joined a 
customs union with the EU in 1995, accepted as a candidate country in 1999, and has been in 
membership negotiations with the EU since 2005. 
 
Figure 1.1: Geographic location of Turkey (Wikimedia Commons, user: “Roke”, CC BY-SA 3.0 license). 
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The Turkish health system has presented many reforms since the proclamation of the Republic 
(Atun et al. 2013). The financing model of social health insurance (SHI), which was first 
implemented in 1945, was designed to cover only the “blue collar” section of society. Four years 
later, it was expanded to embrace retired civil servants. A tax-based and private financing service 
compensated the funding for the rest of the Turkish population (Menon et al. 2013). Likewise, 
the provision of services was a complex and disintegrated combination of public, social security 
and private facilities (OECD 2008). This situation made the planning process difficult for the 
proper allocation of health care resources, which led to great gaps in access, preventive medicine, 
chronic disease control and the development of a comprehensive PHC (Joachim & Sinclair 2013).  
In 1961, the Law on the Socialization of Health Care Services (Law No. 224, 1961) was 
implemented and entailed the extension of SHI schemes. It was subsequently recognised as the 
first step towards UHC in Turkey (Atun et al. 2013). This law also enhanced the role of the PHC 
to improve access to health services.  In the 1990s, the government implemented a health reform 
package, with support of the World Bank, that included reforms in the financing (unification of 
the different types of SHI), delivery (creation of a PHC with the FM model, gatekeeping functions 
for FPs), and governance (increasing hospitals autonomy as well as decentralization of the 
management from Ministry to regions).  Nevertheless, the health system reform was put on hold 
in the mid-1990s due to political instability (Atun et al. 2013). In 2002, the change in government 
came along with the resurgence of the health sector strengthening in agenda. The HTP was 
initiated in 2003 (Rekha et al. 2013) after obtaining a new loan from the World Bank. The Family 
Medicine Programme (FMP), which is the focus of this study, was one of the first reforms 
implemented.  
Turkey has seen a considerable improvement of the health status of the population for the last 
two decades of health sector reforms (Ministry of Health of Turkey 2013). The outcomes are 
closely monitored by the Turkish Statistical Institute (TurkStat) and also the Ministry of Health 
(MoH), who publish detailed annual reports. Figure 1.2 depicts the increase in the follow-up of 
pregnant women and infants as well as the raise in the life expectancy in Turkey along with the 
increase presented in the number of FM centres from 2002 to 2013. Although this is merely 
descriptive and does not involve causality, it is noteworthy that these activities are commonly 
performed in the PHC setting.  
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Figure 1.2: Changes in FM centres during the FMP and some performance and health indicators (Ministry 
of Health of Turkey, 2013). 
The evaluation of health sector reforms in a country such as Turkey has global health relevance 
since its results can help health policy decision-makers in the design and implementation of 
similar policies in other countries (Schäfer et al. 2011). The reforms should be adapted to each 
country context and governments should assess how these interventions are understood and 
accepted by the population and other stakeholders. It is important to understand how to introduce 
PHC reforms into health systems in developing countries since their proper implementation could 
have a big impact in the health status and strengthening of health systems, which would enhance 
capacity building for economic and social development (Maeseneer & De Sutter, 2004; 
Ssenyonga & Seremba 2007; Kringos 2013).   
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2.  AIMS AND OBJECTIVES 
The aim of this study is to assess the integration of PHC in the Turkish health system since the 
implementation of the FMP in 2005. Specifically, the study has two main objectives:  
1. The first objective is to evaluate the association between the use of PHC and the 
secondary and tertiary care services. The rationale for this assessment is the support in 
literature (Roberts & Mays 1998; Rico et al. 2003; Atun 2004; Güneş & Yaman 2008) 
that PHC should help decrease the utilisation of hospital specialist services when it is 
properly implemented. In order to do this evaluation, publicly available secondary data 
are analysed using bivariate and multivariate statistical approaches. 
 
2. The second objective is to understand the challenges and difficulties that FPs and 
academicians involved in FM training have been encountering since the implementation 
of the FMP (Kringos et al. 2011; Öcek et al. 2014), which could have influenced the 
process of delivery and utilisation of the health services. This is assessed with a 
qualitative approach that uses primary data obtained from field interviews with FPs and 
FM academicians. 
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3.  LITERATURE REVIEW 
This chapter is an itinerary through the main topics that have arisen in the process of defining the 
research questions for the outlined purposes. These topics have been classified into the following 
sections, which relate to FM and dimensions of PHC; the role of WHO and the World Bank in 
health sector reforms; and the HTP and FMP in Turkey. 
3.1.  FAMILY MEDICINE AND PRIMARY HEALTH CARE 
The concept of FM, also known as general practice, has two connotations: FM as a scientific and 
academic discipline and FM as a medical speciality oriented towards PHC (MacDonald 1981).  
FM as a discipline has a core of principles that are transferred to the core competences of FPs. 
WONCA provides a revision of these concepts regularly to support medical councils and 
associations (Allen et al. 2002). The core competencies of FPs, those that are inherent to the 
discipline regardless of the health system, are the following (Figure 3.1): 
1. Person-centred care. Delivering longitudinal and continuous health care focused on the 
patient, also understanding the influence of their community in their health care needs.  
2. Community orientation. Dealing with the individual’s health problems while taking 
into account their community context. 
3. Specific problem solving skills. Managing acute and chronic conditions by applying 
evidence-based medicine in the diagnostic and therapeutic decision making process. 
4. Comprehensive approach. Preventing unhealthy behaviours, promoting health and 
well-being and tackling health problems from physical, mental and sociocultural 
perspectives. 
5. Primary care management. Being the first contact in the health system and coordinating 
with PHC workers and other specialists. 
6. Holistic modelling. Dealing with all the determinants of health in a patient-centred 
fashion. 
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Figure 3.1: FM competences tree (Allen et al. 2002). 
FPs also have the responsibility of continuous skill development. Since the creation of the EU, 
the regulation of training and professional competence schemes have become more exhaustive. 
In 1986, the training in GP or FM became mandatory in EU member and candidate countries, 
including Turkey. However, the definitive legislation was not implemented until 1993, Council 
Directive 93/16/EEC (European Commision 1993). After this legislation, the curriculum and 
responsibilities of FPs and FM trainees were regulated and recognized in the EU in order to 
facilitate the free movement of health workers.  This brought about country-specific 
organisational and legislative problems. In particular, regarding the procedure to follow with 
those practitioners that were working in the PHC before the law (Allen 1994; Masic et al. 2014). 
PHC core functions are, not surprisingly, parallel to those attributed to the FM discipline. Many 
contributions in this regard are due to  Prof. Barbara Starfield (1932 – 2011), who has been 
regarded as one of the most influential advocates of PHC to date (Busse 2011) and whose work 
constitutes a foundation for PHC research and evaluation (the Primary Care Assessment Tool). 
Starfield (1992) defined the four core competencies (4 Cs) of PHC, emphasizing it as the first 
contact with the health system, providing coordinated, comprehensive and continuous health 
care.  
However, these traditional core functions of PHC were not considered enough to describe the 
performance of the service, there are other aspects such as the quality of health care and equity 
indicators to include (Lena & London 1993; Elola et al. 1995; Boerma & Fleming 1998). In the 
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last decade, the approach to the dimensions of PHC has broadened. It has been described as a 
multidimensional system where three different levels and dimensions can be identified 
(Maeseneer & De Sutter 2004; Sibthorpe & Gardner 2007; Kringos et al. 2010). These levels 
have been defined using the three dimensions of the Donabedian Model to assess health services 
(Donabedian 1966; Donabedian 1988): structure (governance, economic conditions, PHC 
workforce development); process (accessibility, continuity, coordination, comprehensiveness) 
and outcome (quality of care, equity, efficiency) (Kringos et al. 2010). 
PHC is multidimensional and its dimensions are linked to specific and measurable indicators. 
Currently there are several studies like the EU funded QUALICOPC project aimed to assess and 
compare quality, costs and equity of PHC models in EU countries (Schäfer et al. 2011). 
Which is the evidence for strongly supporting the development of PHC? 
There is abundant literature to support the benefits of PHC. In a time-series comparative study 
among 18 out of the 34 OECD countries, Macinko et al. (2003) assessed the association between 
in-country PHC systems and several health outcomes. The results showed that countries with a 
strong PHC (rated using the PCAT of Starfield) have lower aggregated and gender-specific all-
cause mortality rates and specific mortality, all-cause premature mortality and cause-specific 
premature mortality for cardiovascular disease and asthma. This was significant even when 
controlling for other determinants of health such as smoking, drinking, income and demographics. 
Previous studies have also indicated a relationship between PHC and lower age-adjusted and 
standardized overall mortality, cause-specific mortality for respiratory, cancer and heart disease 
and longer life expectancy in low socioeconomic sectors (Farmer et al. 1991; Shi 1992).  
In health systems based on specialist care, the costs are higher and the access to health care is 
unequal, with consequences in health outcomes (Mark et al. 1993; Schroeder & Sandyy 1993; 
Starfield et al. 2005; Kringos et al. 2013). When FPs are working in hospital settings, the costs 
are lower due to more sensible use of diagnostic complementary tests and treatments, without 
significant difference in health outcomes (Mark et al. 1993; Dale et al. 1996; Aaraas et al. 1997). 
The increase in access to PHC has been related to less hospitalisation, less use of emergency 
service and less probability of receiving inappropriate procedures (Moore 1979; Martin et al. 
1989; Starfield 1994; Atun 2004). Besides, there is evidence that increased access to PHC 
decreases the demand for specialist hospital care (Roberts & Mays 1998; Rico et al. 2003). 
3.2.  THE ROLE OF WHO AND THE WORLD BANK  
The Declaration of Alma-Ata (1978) was internationally endorsed in the 32nd World Health 
Assembly resolution “Global Strategy for Health for All by the Year 2000” (WHO 1981). 
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However, in the mid-1990s, the initial enthusiasm towards PHC had still not been translated into 
a policy in all countries and the implementation of the PHC approach, as per the Alma-Ata 
Declaration, was far from achieving its completion by 2000 (Tarimo & Webster 1994; WHO 
1999; Chan 2008).  
It is important to distinguish between the concepts of PHC service and PHC approach. While the 
former represents the means, such as facilities, health workers and functioning within the health 
system, the latter, described in Alma-Ata, constitutes a broader interpretation. It includes the 
fundamental values that support the person-centred health care by enhancing the right to protect 
individual’s health, preventing disease as well as providing curative interventions in the 
community (Declaration of Alma-Ata 1978; Starfield 1992). This approach meant the turn of the 
treatment-based health care towards a more preventive focus by also considering the 
socioeconomic determinants of health (Lawn et al. 2008).  
Why did the Alma-Ata PHC approach not reach higher levels of implementation despite the initial 
support? There is no single answer to this question. The literature describes several causes. 
Firstly, the Declaration of Alma-Ata was done in a period of political instability. The Cold War 
that ended with the fall of the Soviet Union and the communist system left many countries in 
transition in an environment of neoliberalisation and market-oriented reforms (Cueto 2004). This 
preceded the global economic crisis that brought about more uncertainty and political instability 
and affected globally the budget allocation to public services, among these, the health services 
(Tarimo & Webster 1994; WHO 2006; Chan 2008).  
Secondly, as explained in the literature, there was a misunderstanding of the PHC approach. 
While some considered it as a “cheap” solution to provide health care to poor people, rural areas 
or developing countries, others believed that it was unaffordable and utopic (Hall & Taylor 2003). 
Often, the meaning was constrained to the PHC service instead of the broad concept of PHC 
approach to health care or was criticised for being focused on people’s assumed health needs 
instead of looking at health demands (Chan 2008).  
Thirdly, concomitantly to this situation of unclear understanding, AIDS and other infectious 
diseases spreading among the population, and diabetes and other non-communicable diseases, 
were increasing (Hall & Taylor 2003; WHO 2008). This contributed to a loss of advocates to the 
holistic PHC approach and the development of the concept of Selective Primary Health Care 
(SPHC) (Walsh & Warren 1979). Some donors and some national governments saw SPHC as a 
more objective and accountable target to allocate the health budget, thus it attracted the economic 
and social efforts necessary for the development of a comprehensive PHC (Wollumbin 2012).  
10 
 
However, for many authors, it was the lack of political commitment the main reason for the PHC 
approach failure (Tarimo & Webster 1994; Hall & Taylor 2003). 
The 1990s were a difficult period for the WHO and this was attributed to a lack of leadership and 
managerial authority, which promoted the World Bank as leader in global health decisions at this 
time (Lidén 2014). Many circumstances resulted in the intervention of the World Bank in the 
health sector reforms such as the economic difficulties in post-colonial societies in the 1980s 
(Nuruzzaman 2007) and the fall of communism and the Soviet Union (1991) with the gradual 
detriment of their Semashko health systems (Dagmar 2003; Janes et al. 2006; Antoun et al. 2011). 
The intervention of the World Bank meant a change from the concept of health as a human right 
towards health as a private good and the introduction of the market health care model in 
developing countries (Banerji 2003; Hall & Taylor 2003; Nuruzzaman 2007). 
Thus, which was the position given to PHC in this context? What was the reaction of the WHO 
to those changes?  
In the World Bank health sector reforms, the PHC acquired more specific connotations being its 
benefits noted mostly in terms of costs. Due to all the problems in the implementation of the PHC 
approach, the WHO clarified the framework and included the term “new universalism” and the 
need for prioritising cost-effective interventions in health policy decision making (WHO 1999). 
The WHO also supported the World Bank recommendation of the introduction of market-based 
health reforms, while putting a stronger emphasis on the role of the government in regulation and 
financing (WHO 2000).  
However, it has been reported that health systems which make a distribution of resources based 
on health needs, supress out-of-pocket fees, and have a more centralized and comprehensive PHC 
fared better in equity and cost-effectiveness (Starfield et al. 2005; Starfield 2008; Kringos et al. 
2013).In the last decade, the principles of social justice, equity and solidarity, which were present 
in the Alma-Ata Declaration to promote PHC development, have resurged. International 
organisations have recognised, once again, the importance of the socioeconomic determinants of 
health in the development of the disease (Marmot et al. 2008). Besides, the tide of chronic 
diseases, co-morbidities and aging populations constitute a threat for health systems when a 
comprehensive and accessible PHC is not implemented (Starfield 2008; WHO 2009; Kringos et 
al. 2010; Kringos et al. 2015). 
The WHO has recognised that vertical or disease-specific interventions do not contribute to the 
strengthening of the countries’ health systems and have the potential of preventing it due the 
competition for funds (WHO 2009). In order to address this problem, there have been some 
projects, such as 15by2015 and International Health Partnership, to organise the allocation of aid 
funds favouring health system strengthening activities, and among those, PHC (Starfield 2008). 
11 
 
Health system strengthening and UHC are important elements in the 2015 Millennium 
Development Goals (WHO & World Bank Group 2013). The policy recommendations for the 
implementation of a strong PHC are particular for each country according to their economic, 
social and political situation as well as the past evolution of their health systems—there is not a 
single recipe for all (Chakraborty 2009). The WHO and the World Bank agree that the 
enhancement of PHC, although its less strong and more pragmatic interpretation, should be 
included in any health reform aimed to achieve UHC (WHO & World Bank Group 2013). 
3.3.  THE FAMILY MEDICINE PROGRAMME IN TURKEY 
Along with the health sector reforms carried out in countries in transition, Turkey started in 2003 
the second phase health reforms supported by the World Bank (World Bank 2003; Mollahaliloğlu 
2008; Büken 2009). The HTP, as implemented, involved a comprehensive approach to 
legislation, financing, functions, actors and beneficiaries (OECD 2008; Dündar et al. 2010; 
Kringos et al. 2011). The main reforms followed the approach outlined in the earlier report 
“Investing in Health” of the World Bank (1993) and can be summarised as follows: 
1. Implementation of the Social Security and Universal Health Insurance Law in 2008 (Atun 
et al. 2013). Different from other transition countries, Turkey had already implemented 
the SHI in 1945; the problem was its fragmentation. This law entailed the unification of 
the fragmented SHI under a General Health Insurance (GHI). 
2. Enhancement of MoH stewardship functions. After 2012, the MoH was relieved of its 
purchaser functions. 
3. Strengthening of the PHC service by implementing the FMP in 2005. FM would be 
performed only by FPs after undergoing a training programme. There would be an 
assignment of patients to each FM unit which would encompass FPs and nurses. The 
salaried civil servant general practitioners that used to work in health centres would be 
substituted by contract-based FPs with capitation and performance-based payments 
(Özşahin 2013). 
4. Performance-based supplementary payment system implemented in MoH institutions 
(Chakraborty 2009; World Bank 2013). 
5. Increased hospital autonomy, intended to enhance the allocative efficiency (Sulku 2011; 
Atun et al. 2013).  
6. Creation of public-private partnerships for health. Regulation of the environment for 
engaging with the private sector. Moreover, the government had agreements with private 
health sector providers (Kahyaoğulları 2013). 
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7. Introduction of e-Health schemes, including a Family Medicine Information System 
(FMIS) and Sağlık-NET (Health-NET). The performance indicators are registered in the 
e-Health system and the supplemental payments are assigned according to electronic 
records (Doğaç et al. 2010; Tatar et al. 2011). 
Prior to the HTP and FMP in Turkey, the PHC service consisted of three main types of health 
facilities (Tatar et al. 2011):  
 Health centres (“sağlık ocağı”), where unspecialised doctors called general practitioners 
(“pratisyen doktor”), midwifes and health assistants provided services.  
 Community health centres (CHC) where family planning, immunizations and other 
preventive medicine interventions were carried out. 
 Malaria and tuberculosis posts, specific for these diseases, underused during later 
periods. 
Health centres were more abundant in rural and remote areas and their distribution depicted the 
Turkish demographic distribution of mid-1950s, when most of the population lived in rural areas. 
Secondary and tertiary care services were more common in urban areas (Ersoy & Sarp 1998). 
The facilities were state-owned and health workers were salaried (Özşahin 2013). Those health 
workers were called practitioners or general practitioners and were medical graduates without 
postgraduate training (this is different from Ireland or the UK, where GPs undergo a four-year 
training). There were some FM specialists that occupied posts in emergency departments at 
hospitals and other services (Özşahin 2013). This heritage is still reflected in the current MoH 
policies in Turkey, where FPs are sometimes asked to perform duties in emergency departments 
(Öcek et al. 2014). 
FM has been a medical speciality in Turkey since 1982 (Başak & Güldal 2014), but it was not 
popular among medical students (Tanrıöver et al. 2014). The lack of proper PHC centres to 
perform FM practice and lack of PHC-based medical education have been described as the most 
important reasons for this trend (Güneş & Yaman 2008). Moreover, the FM specialisation 
programme was not compulsory to work in PHC (Göktaş et al. 2011). The lack of specialised 
health workers, diagnosis and treatment resources caused the Turkish population to disregard the 
PHC centres and apply directly to secondary and tertiary services (Öcek & Soyer 2007). This was 
possible because a proper referral system was not implemented. The PHC service was basically 
only used for immunisation and maternal and child care (Özçırpıcı et al. 2014). 
The FMP was piloted in Düzce, a Central-Northern city in Turkey, in 2005 (Güneş & Yaman 
2008). It was extended in a phased manner, reaching country-wide implementation in 2010 
(Mollahaliloğlu 2008). The main changes implemented with the FMP were:  
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 FPs are in charge of the FM unit. Each FM unit is assigned an average of 3,000 patients. 
(Güneş & Yaman 2008). Units consist of FPs, nurses and health assistants 
(Mollahaliloğlu 2008).  
 Capitation-based payments with performance-based supplements. The performance, 
measured per FM unit instead of per FP, monitors the achievement of antenatal and infant 
care objectives (Kringos 2013). Currently, indicators of non-communicable diseases are 
being discussed for their monitoring requirements (Dündar et al. 2010; World Bank 
2013).  
 FM Information System (FMIS). This mechanism helps to control performance and 
provides theoretical guideline support to FM.   
 Integration of FM and preventive medicine: immunisations, maternal and child care, 
control of risk factors for non-communicable diseases, prescriptions and home visits 
would be provided by the FM units (World Bank 2013). The previous CHCs acquired 
the functions of control and inspection of the FM units after the reforms. The CHC 
physicians are public health specialists and FPs, and they have to visit the family health 
centres in their area to check their quality of service according to a standard checklist and 
track performance indicators registered in the FMIS. This information is collected by the 
MoH for statistics purposes and for calculating the performance-based supplements.  
 FPs’ ownership of the facilities. As mentioned before, the PHC facilities were previously 
public. After the implementation of the FMP, FPs are responsible for their own facilities, 
including day-to-day management, maintenance and staffing. FPs rent facilities from the 
MoH (the buildings previously used as health centres) or from other landlords. In some 
instances, local communities arrange the construction of centres in their neighbourhood 
and hand these to FPs, which ensures adequate PHC coverage for their community. A 
supplement in the FP payments is aimed to cover rental, management and bill 
expenditures.     
The FMP, albeit a good step in the strengthening of the PHC service, had some gaps. As described 
in the literature, FPs working in the service lacked proper training in PHC, which is essential for 
carrying out this specialty (Yaman & Özen 2002; Yaman & Ungan 2010). After the 
implementation of the FMP, the FM specialists working at the hospitals (without PHC 
experience) were invited to join the FMP. However, due to the lack of specialised FPs, the 
government designed an adaptation training programme to allow practitioners and specialist 
physicians from other branches to obtain license to work as FPs in the PHC (Özşahin 2013; Öcek 
et al. 2014).  Therefore, there were two types of PHC physicians: those with FM specialisation; 
and those without. Both were working in the PHC service under the same contract and work 
conditions.  
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Moreover, the referral process between PHC and secondary and tertiary services had not been 
implemented (OECD 2008). The coordination of health care is one of the core competences of 
FM and a recommendation to improve service effectiveness (World Bank 1993). This referral 
process was piloted in 2006 but it failed due to FPs’ high workload and resistance from population 
and hospital physicians (Savas et al. 2002; Öcek et al. 2014).  
Although the programme had the support of the actors in the health administration and institutions 
(Akıncı et al. 2012), it met resistance from the medical associations, trade unions and the general 
public who see this transformation as a neoliberalist strategy following the trends of the 
decentralization and privatization of the health system and public services (Coşar & Yeğenoğlu 
2009; Erbaş et al. 2012). This manifests that the stakeholders were not sufficiently taken into 
account for the implementation of the FMP (Kringos et al. 2011). 
The FMP brought about expectations for improved health service utilisation and decreased 
secondary and tertiary care visits. The lack of a referral system, however, may have limited this 
improvement. To counteract this overuse problem, a co-payment model in secondary and tertiary 
care was implemented (Güneş & Yaman 2008). Therefore, there is still room for improvement in 
the governance and process dimensions of the PHC, which are essential for attaining satisfactory 
outcomes (Pelone et al. 2013).  
This chapter has described the characteristics of the FM discipline and PHC approach. It has also 
looked back to the historical political environment that influenced its development in the health 
systems, especially in the case of Turkey. As described in Chapter 2, this dissertation explores 
the extent of the integration of PHC in Turkey, its impact in service utilisation and questions the 
possible limitations in three specific areas: the competences of family physicians against the 
described FM core competences, the gaps in health service coordination within the health system, 
and population acceptance of this new service.  
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4.  METHODOLOGY 
A mixed-methods study design is considered the most appropriate in order to assess the two 
objectives (Chapter 2. ). Therefore, the study is divided into two parts:  
 Quantitative study. An assessment of the changes in the utilisation of secondary and 
tertiary services along with variations in the utilisation of PHC service after the 
implementation of the FMP. 
 Qualitative study. An evaluation of the problems experienced in the implementation of 
the FMP, partially informed by the quantitative analysis, conducting interviews with FPs 
and academicians. 
4.1.  QUANTITATIVE STUDY 
This part of the study is focused on answering the research question:  
“Is there any association between the utilisation of the PHC service and the utilisation of the 
tertiary and secondary services after the implementation of the FMP?” 
4.1.1.  Design 
The research question is evaluated through an ecological, cross-sectional design conducted for 
six years (2008 – 2013), collecting information about the overall trends of utilisation of services 
at the national level. Although ecological studies have limitations, they can be useful as a first 
step for generating hypotheses (Bonita et al. 2006). 
4.1.2.  Methods 
4.1.2.1.  Data and Measures 
The study uses publicly available secondary data collected by the General Directorate of Health 
System, MoH, and published annually in the Health Statistics Yearbook (Ministry of Health of 
Turkey 2013). Data from the reports published by TurkStat are also used. The unit of analysis for 
the study is “NUTS-1” (Nomenclature of Territorial Unit for Statistics, Level 1) (Eurostat 2014), 
an EU standard used for regional statistics, maintained by Eurostat and covering EU members 
and candidates and the EFTA countries (Figure 4.1). Turkey is divided into 12 NUTS-1 (Table 
B.1 in Appendix B), and all of them are included in the study (N=12), covering a total population 
of approximately 77 million. 
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Figure 4.1: The Nomenclature of Territorial Unit for Statistics (NUTS), levels 1, 2 and 3. 
The variables that are considered for the analysis are listed below according to the type of 
information they provide: 
Group 1: Utilisation of health services (Ministry of Health of Turkey 2008, 2009, 2010, 2011, 
2012, 2013). 
 Per capita all inpatient visits by NUTS-1, all sectors. 
 Per capita secondary and tertiary care visits by NUTS-1, all sectors. 
 Per capita hospital visits by NUTS-1, all sectors. 
 Per capita PHC visits by NUTS-1, MoH. 
 Average length of stay for inpatients by NUTS-1, all sectors. 
 Number of cases per 112 emergency care stations by NUTS-1. 
Group 2: Socioeconomic and demographic information (Turkish Statistical Institute 2015). 
 % between 0-14 years old by NUTS-1, (%).  
 % above 65 years old by NUTS-1, (%). 
 Women schooling ratio by NUTS-1. 
 Gini coefficient by NUTS-1. 
Several other drivers of primary, secondary and tertiary health services utilisation such as 
availability of health facilities or health workers, disability and comorbidity were taken into 
account. However, due to small number of cases included in the study (N=12), the selection of 
the variables used in the analysis was limited due to increased risk of multicollinearity 
(Tabachnick & Fidell 1996a).  
Regarding Group 1, the information about PHC represents exclusively the MoH-related facilities 
because after the implementation of the FMP all FPs are government contractors. However, the 
data from secondary and tertiary services include all healthcare sectors because after the HTP the 
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essential healthcare package covers either private or public facility services. Therefore, they 
should be included in the measurement. Per capita visits to all inpatient facilities is considered 
for 2008 – 2010, and is substituted by per capita number of visits to secondary and tertiary 
services for 2011 – 2013. The latter is more accurate for the objective of the study but it is not 
published for previous years. This can cause a misclassification bias with overestimation or 
underestimation of the measured relationship. The average length of stay and number of visits to 
112 emergency care stations are not directly relevant with the research question. 
Group 2 variables are considered as potential confounders. The Gini coefficient is included as a 
measure of income equality. The value ranges from 0 (complete equality) to 1 (complete 
inequality). Women education is widely used in health studies and is expressed in schooling ratio 
for secondary education. Other indicators as the ratio of women with high school or university 
degree can also be used for this purpose. Both Gini coefficient and women education are proven 
to be relevant factors in health statistics (Messias 2003). 
4.1.2.2.  Analysis 
The quantitative analyses (Figure 4.2) are done with the Statistics Package for Social Science 
(IBM SPSS Statistics 22). Correlations and regressions are the most appropriate statistical 
techniques to assess relationship between the variables of interest (Tabachnick & Fidell 1996b as 
they look at the variances of both variables and allow to understand how changes in one variable 
affect the other variable 
Firstly, descriptive statistics are computed for the selected variables. Secondly, correlations 
between the variables and possible confounders are performed. The Pearson correlation 
coefficient, r, depicts the intensity and direction of linear relationship between the variables 
analysed. Its absolute value ranges from 0 to 1, 0 indicates no predictability or linearity in 
relationship and 1 depicts the strongest possible predictability between both variables 
(Tabachnick & Fidell 1996b).  
Secondly, hierarchical multiple regressions (HMR) are applied to assess how the utilisation of 
secondary and tertiary services, the dependent variables (DVs), can be predicted by the utilisation 
of PHC service after taking into account the effect of selected confounders in the prediction. The 
analysis will give a regression coefficient, B, for each independent variable (IV) representing its 
share in the prediction of the DV. In HMR, the prediction is done in two steps. In step 1, the IVs 
considered as covariates are introduced. In step 2, the IV that is the variable of interest in this 
study is introduced and its contribution to the prediction of DV is assessed once the effect of the 
covariates has been removed.  
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Figure 4.2: Quantitative analysis methods. Followed by the qualitative analysis in Figure 4.3. 
4.1.2.3.  Validity 
The validityin this study is sought by conducting several steps. Firstly, data file accuracy 
according to original sources is checked. Secondly, outliers and normality and linearity 
assumptions are checked. Thirdly, correlations are checked, which serves as a method to ensure 
validity in multivariate analysis since it informs about multicollinearity (Tabachnick & Fidell 
1996c).  
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4.2.  QUALITATIVE STUDY 
This part of the study, informed by the results of the quantitative analysis, is aimed to answer the 
overarching research question:  
“What are the problems that could have influenced the PHC service utilisation?” 
The search for challenges and difficulties in the implementation of the FMP is started from three 
specific areas. These areas, determined by reflection on the quantitative analysis results and 
literature review, are explored by the following research questions: 
1. Education and training of FPs: “How competent are FPs to cope with increased 
responsibilities and expectations?” 
2. Process of health care delivery: “How is the co-ordination between PHC and secondary 
and tertiary services organised?” 
3. Population attitudes towards PHC: “What are the attitudes of the Turkish population 
towards FM?” 
This study is done from a deductive-inductive perspective. There is some uncertainty in selecting 
the methodological tradition if the researcher seeks to implement it strictly in the design and 
methods (Braun & Clarke 2006). The grounded theory methodology, although it has an inductive-
interpretative approach, was considered the most suitable. This is based on the sociological 
symbolic interactionism and it takes into account the role of social interactions in the construction 
of meanings and ideas shared in the society (Giacomini 2010). 
4.2.1.  Design 
In real grounded theory studies, the ultimate aim is the generation of a theory on the ground, by 
being free of preconceived ideas and doing constant comparison analysis starting from a 
theoretical sampling during a long period of time (Pawluch & Neiterman 2006). In this study, the 
design would be a modified or Straussian grounded theory, which accepts the possibility of 
researcher’s preconceptions and application of framework for analysis (Giacomini 2010).  
Due to time limitation, the pilot test was not performed before starting with the participants’ 
interviews, but the interview questions’ wording, order and content are shaped in an ongoing 
basis (keeping the core questions) thanks to the flexibility of qualitative research to analyse and 
collect the data simultaneously (Pope et al. 2006). However, the conduction of a pilot test could 
have been highly useful to shape the design and research tools before starting the proper study. 
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4.2.1.1.  Sampling Criteria 
The participants are (1) academicians working in medical schools and (2) FPs (with or without 
specialisation) working in the FM centres. The sample is selected using purposeful and snowball 
sampling. The academic interviewees are selected from relevant publications and contacted 
directly using the contact emails in their articles. The FPs are contacted through the Turkish 
Medical Association and snowball sampling.  
The study was approved by the Health Policy & Management / Centre for Global Health Research 
Ethics Committee on 04/03/2015 (Application 15F/2015/02, Appendix A) and was assessed by 
the Research Ethics Committee of Ankara University on 13/04/2015, who deemed that ethical 
approval for this research is not necessary. 
4.2.2.  Methods 
The framework method is applied for initial management of the data and generation of the themes. 
The method was developed by the National Centre for Social Research in the United Kingdom 
and is widely used in health policy and health services research because it allows the exploration 
of different aspects against a predefined framework (Pope et al. 2006). It is also based on constant 
contrast analysis, codification and development of themes but it has the advantage of transparency 
thanks to systematic steps that allows the researcher and external evaluator to follow the analytic 
process and evaluate the validity of the results. (Gale et al. 2013). This method is an analytical 
tool and can be used with an inductive, deductive or combined approach. It is useful but it 
contrasts with the idea of qualitative research, as a process where simultaneous data collection 
and analysis is done and this simultaneity can influence the path of the research (Smith & Firth 
2011).  
4.2.2.1.  Data Collection 
Each participant was contacted by email and sent the participant’s information leaflet with 
information about the research aims, the methodology and the strategies that would be taken to 
ensure the anonymity of their personal data. The email also contained complete information about 
the researcher as well as the academic institution that supported the study. The researcher is from 
the same professional background with the participants (FM specialist) which was received with 
enthusiasm, a circumstance reported to influence degree of participation (Chew-Graham et al. 
2002). The data were obtained through semi-structured interviews. The interview questions were 
framed by the research questions and included general questions about the HTP to facilitate the 
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emergence of unforeseen information and add more inductive weight to the study. Informed 
consent was obtained from all participants (Appendix A). 
4.2.2.2.  Analysis 
The framework method has a series of steps which have been applied to the data for the analysis. 
The approach is deductive-inductive, since it has a predefined analytic framework but the 
induction and interpretation are the base of the development of the themes. The steps are depicted 
in Figure 4.3 and its application in this analysis is shown in Figure 5.4. 
4.2.2.3.  Validity  
The framework method is specially designed to enhance the validity of the results and the rigour 
and transparency of the analysis. Prior to the analysis, the individual transcripts are sent to the 
each participants to check the trustworthiness. During the analysis, the codes defined are 
identified with code indices, which facilitates the evaluator to follow the analytical process and 
the identification of participants’ quotes that illustrate the themes (also see Figure 5.4). The codes 
and themes are connected with the research questions during the process in order to eliminate 
irrelevant data.  
This forward and backward analytical process is followed several times to check for over-
interpretation or researcher inference bias during codification and theme definition. Triangulation 
is done between the academician and FP groups to confirm the common themes (Mays & Pope 
2006). The literature review is checked for confirming and disconfirming evidence, as this 
enhances the validity of the study providing credibility for the information (Creswell & Miller 
2000). A reflection on the themes is performed to assess for credibility of the inferences and the 
accuracy according to the transcripts (Creswell & Miller 2000).  
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Figure 4.3: Qualitative analysis methods. Preceded by the quantitative analysis in Figure 4.2. 
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5.  RESULTS 
In this chapter, the main results obtained from the application of the methods covered in Chapter 
4. are presented. Complementary information can be found in the appendices as specified in the 
text. 
5.1.  QUANTITATIVE STUDY 
Here the results from the analysis outlined in Section 4.1. , concerning PHC, secondary and 
tertiary service utilisation, are presented. 
5.1.1.  Descriptive Statistics 
The main descriptive statistics for each variable for each year of the study are presented in Table 
5.1 and Figures 5.1 and 5.2. The median value could seem more suitable to describe the variables, 
since the mean is very susceptible to skewedness in the data. However, as it will be reported in 
Section 5.1.2, most variables follow normal distribution, thus, the mean can be trusted as 
representative value of the variable per each year. The number of PHC visits has presented a 
steady increase from 2.4 visits to 3.12 during 2008 – 2011 followed by a slight decrease to 2.8 in 
2013 (Table 5.1). The utilisation of secondary and tertiary services and the number of hospital 
visits show a persistent increase from about 4 to 5 visits over the period of study. The Gini 
coefficient has remained constant but the women schooling ratio by secondary school has 
presented a remarkable increase from 77% to 99.5% 
Table 5.1: Descriptive statistics. 
 
2008  2009  2010  2011  2012  2013 
Mean SD 
 
Mean SD 
 
Mean SD 
 
Mean SD 
 
Mean SD 
 
Mean SD 
% above 65 years 7.275 2.194 
 
7.458 2.238 
 
7.725 2.323 
 
7.875 2.400 
 
8.050 2.434 
 
8.250 2.483 
Gini coefficient 0.375 0.031 
 
0.387 0.021 
 
0.373 0.028 
 
0.373 0.318 
 
0.366 0.027 
 
0.362 0.031 
Per capita hospital visits 3.943 0.451 
 
4.180 0.407 
 
4.253 0.434 
 
4.667 0.494 
 
4.825 0.471 
 
5.050 0.464 
Per capita all inpatient visits  3.950 0.450 
 
4.185 0.405 
 
4.225 0.418 
 
4.992 0.458 
 
5.175 0.386 
 
5.383 0.366 
Per capita PHC visits 2.394 0.529 
 
2.685 0.506 
 
2.633 0.605 
 
3.125 0.731 
 
2.992 0.702 
 
2.800 0.560 
Women schooling ratio 71.07 16.40 
 
77.99 16.28 
 
83.69 15.88 
 
88.20 15.19 
 
92.85 14.23 
 
99.55 13.52 
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Figure 5.1 depicts the variation of the health service utilisation during the years of the study. The 
number of PHC visits has presented a moderate increase from 2008 to 2011 as well as the number 
of hospital and secondary care visits. However, after 2011, the number of PHC visits start to 
decrease until 2013 while the number of hospital and secondary and tertiary care visits continue 
increasing until 2013. 
 
 
 
Figure 5.1: Trends of health service utilisation over the years of study. 
5.1.2.  Screening the Data 
Prior to the main correlational and regression analysis, the data is screened and checked for 
agreement with the assumptions.  
As explained in Section 4.1.2.3. data accuracy is checked by visual screening, also helped by the 
descriptive statistics, to detect abnormalities. Normality assumptions are checked for all years of 
the study. The small sample size of N=12 can affect the sensitivity in the determination of 
significant correlations and normality of the data (Tabachnick & Fidell 1996b). For small 
samples, assessment using normal Q-Q plots or the Shapiro-Wilk normality test are suitable. The 
Shapiro-Wilk test checks the rejection of the null hypothesis that the data are normally distributed. 
Therefore, a p-value below 0.05 allows the acceptance of the alternative hypothesis. In our data, 
all the Shapiro-Wilk tests (Table 5.2), except for the women schooling ratio, have significance 
above 0.05 and therefore the alterative hypothesis (no normal distribution of the data) is rejected. 
Due to this, women schooling ratio is not included in successive analysis. 
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Table 5.2: Tests for normality. 
 
2008 
Shapiro-Wilk 
 
2009 
Shapiro-Wilk 
 
2010 
Shapiro-Wilk 
 
2011 
Shapiro-Wilk 
 
2012 
Shapiro-Wilk 
 
2013 
Shapiro-Wilk 
Stat. Sig. 
 
Stat. Sig. 
 
Stat. Sig. 
 
Stat. Sig. 
 
Stat. Sig. 
 
Stat. Sig. 
% above 65 years 0.938 0.473 
 
0.938 0.476 
 
0.948 0.605 
 
0.948 0.605 
 
0.951 0.649 
 
0.949 0.617 
Gini coefficient 0.955 0.704 
 
0.888 0.112 
 
0.966 0.863 
 
0.945 0.563 
 
0.963 0.829 
 
0.887 0.108 
Per capita visits to hospitals 0.967 0.880 
 
0.971 0.925 
 
0.956 0.730 
 
0.940 0.501 
 
0.961 0.798 
 
0.984 0.995 
Per capita visits to all 
inpatient facilities 
0.967 0.879 
 
0.973 0.942 
 
0.925 0.330 
 
0.929 0.367 
 
0.950 0.637 
 
0.958 0.760 
Per capita visits at PHC 
facilities 
0.923 0.311 
 
0.930 0.385 
 
0.968 0.889 
 
0.870 0.066 
 
0.915 0.245 
 
0.914 0.240 
Women schooling ratio 0.832 0.022 
 
0.836 0.024 
 
0.844 0.031 
 
0.844 0.031 
 
0.854 0.041 
 
0.855 0.042 
 
The presence of outliers, the linearity and homoscedasticity are also examined. There is one 
outlier, the NUTS-1 TR9 Doğu Karadeniz, which is a rural north-eastern region of the country. 
Due to the already small sample size, it is kept in the analysis. Screening for multicollinearity and 
singularity among the variables is also performed. Obviously, the variables per capita number of 
hospital visits and per capita number of secondary and tertiary / inpatient visits are highly 
correlated as the latter contains the former. This has been taken into account in the regression 
analysis where the prediction of these variables is measured independently.  
5.1.3.  Correlation 
Correlation analyses are run to determine the degree of relationship between the variables for 
each year. Tables 5.3, 5.4 and 5.5 show the results for per capita PHC visits per year, per capita 
hospital visits and per capita secondary and tertiary / inpatient visits per year. The Gini 
coefficient and % above 65 years old are also included. 
Correlations between % above 65 years old and service utilisation are positive and statistically 
significant for all years. The correlation of per capita PHC visits and per capita hospital or per 
capita secondary and tertiary care visits are moderate and positive, contrary to what was expected 
from the literature review, but consonant with descriptive statistics (Figure 5.1). The correlations 
with the Gini coefficient are negative and statistically significant in almost all years. This could 
be explained by increased access to health services when the income equality increases. 
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Table 5.3: Correlations for per capita PHC visits. 
 
 
Table 5.4: Correlations for per capita hospital visits. 
 
 
 
 
 
 
2008 Per 
capita 
visits to 
PHC 
2009 Per 
capita 
visits to  
PHC 
2010 Per 
capita 
visits to 
PHC  
2011 Per 
capita 
visits to 
PHC 
2012 Per 
capita 
visits to 
PHC 
2013 Per 
capita 
visits to 
PHC 
Pearson 
Correlat.
.706
*
.718
**
.643
*
.579
* .554 .600
*
Sig. .010 .009 .024 .048 .061 .039
Pearson 
Correlat.
-.554 -.572 -.462 -.411 -.232 -.411
Sig. .062 .052 .131 .185 .467 .185
Pearson 
Correlat.
.429 .405 .192 .324 .306 .517
Sig. .164 .191 .550 .303 .334 .085
Pearson 
Correlat.
.429 .402 .201 .413 .424 .487
Sig. .164 .195 .530 .182 .169 .109
Per Capita 
visits to 
Hospitals
Per capita 
visits to 2 
and 3 
services*. Correlation is sig. at the 0.05
**. Correlation is sigt the 0.01
Population 
over 65 
y.o. (%)
Gini 
coefficient 
2008 Per 
Capita 
visits to 
Hospitals 
2009 Per 
Capita 
visits to 
Hospitals 
2010 Per 
Capita 
visits to 
Hospitals 
2011 Per 
Capita 
visits to 
Hospitals 
2012 Per 
capita 
visitis to 
hospitals
2013 Per 
Capita 
visits to 
Hospitals 
Pearson 
Correlat. 
.864
**
.855
**
.811
**
.866
**
.908
**
.904
**
Sig. .000 .000 .001 .000 .000 .000
Pearson 
Correlat. 
-.422 -.440 -.614
*
-.604
*
-.770
**
-.640
*
Sig. .172 .152 .034 .037 .003 .025
Pearson 
Correlat. 
.429 .405 .192 .324 .306 .517
Sig. .164 .191 .550 .303 .334 .085
Pearson 
Correlat. 
1.000
**
1.000
**
.975
**
.970
**
.887
**
.834
**
Sig. .000 .000 .000 .000 .000 .001
*. Correlation is sig. at the 0.05 
**. Correlation is sig. at the 0.01 
Per capita 
visits to 
PHC 
facilitiesPer capita 
visits to 2 
and 3 
services
Population 
over 65 y.o 
(%) 
Gini 
coefficient 
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Table 5.5: Correlation for per capita secondary and tertiary visits. 
 
5.1.4.  Hierarchical Multiple Regression 
The analysis of the effect of PHC visits in the utilisation of secondary and tertiary services is 
performed with HMR (Section 4.1.2.2. , also Figure 4.2). The IVs are entered in two steps 
according to logical relevance for this study. Step 1 includes % above 65 years old and Gini 
coefficient and step 2 includes per capita PHC visits. There is multicollineariry possibility 
between per capita PHC visits and % above 65 years old IVs, since they are strongly correlated 
in the bivariate analysis. However, tolerance higher than 0.10 and the variance inflation factor 
less than 10, obtained in the collinearity diagnosis, indicate that collinearity is not a concern for 
the regression.  
The singularity of the IVs is also checked. Regarding outlier screening, the normality test 
conducted in Section 5.1.2. , the normal and detrended Q-Q plots showed an outlier in per capita 
visits variables, namely NUTS-1 TR9 Doğu Karadeniz. However, in the normal probability plot 
(P-P) (Figures 5.2 and 5.3) of the regression standardised residual and scatterplot do not show 
extreme outliers in the sample (all the standardised residual values are between -2 and +2), then 
it was included in the regression analysis.  
HMR should be ideally done when the IVs are strongly correlated with the DV and are not 
correlated between themselves (this fact would modify their individual predictive effect over the 
DV) (Tabachnick & Fidell 1996a). The variables included in the study lack these ideal conditions. 
However, the technique and the variables are suitable for answering the research question. Here 
2008 Per 
capita 
visits to 
secondary 
(2) and 
tertiary(3) 
services
2009 Per 
capita 
vistis to 
secondary 
and 
tertiary 
services 
2010 Per 
capita  
visits to 
secondary 
and 
tertiary 
services
2011 Per 
capita 
vistis to 
secondary 
and 
tertiary 
services 
2012 Per 
capita 
visits to 
secondary 
and 
tertiary 
services 
2013 Per 
capita 
visits to 
secondary 
and 
tertiary 
facilities 
Pearson 
Correlat
.863
**
.854
**
.806
**
.845
**
.812
**
.708
**
Sig. .000 .000 .002 .001 .001 .010
Pearson 
Correlat. 
-.421 -.436 -.578
*
-.619
*
-.793
** -.504
Sig. .173 .156 .049 .032 .002 .095
Pearson 
Correlat.
.429 .402 .201 .413 .424 .487
Sig. .164 .195 .530 .182 .169 .109
Pearson 
Correlat
1.000
**
1.000
**
.975
**
.970
**
.887
**
.834
**
Sig. .000 .000 .000 .000 .000 .001
*. Correlation is sig. at the 0.05 
**. Correlation is sig. at the 0.01 
Population 
over 65 y.o 
(%)
Gini 
coefficient 
Per capita 
visits to 
PHC 
facilities Per Capita 
visits to 
Hospitals 
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the main results relevant for answering the research question are presented, the rest of the results 
can be found in Appendix B. 
In 2008, HMR shows a regression coefficient R square = 0.747, and adjusted R square = 0.691 
with ANOVA significance of 0.002. Due to the small sample size, the adjusted R square is 
preferable to R square (Tabachnick & Fidell 1996a) and therefore it is the only measure presented 
in what follows. In model 2, after introducing per capita PHC visits, the adjusted R square 
increases up to 0.744 (ANOVA sig. 0.003). The R square change is 0.06. It means that per capita 
hospital visits can be explained 69% by % above 65 years old and Gini coefficient, and when 
adding PHC visits, the prediction of the whole model increases up to  74% (PHC visits explain 
an additional 5% of the prediction of per capita hospital visits). 
The beta standardised coefficient represents the unique contribution that an IV has on the DV in 
the model when the effect of the other variables has been controlled for. This coefficient is 0.383 
for per capita PHC visits, however the significance was 0.130. The most influential variable in 
the predictive model 2 is % above 65 years old (beta 1.102, sig 0.001). The Gini coefficient makes 
a smaller and insignificant contribution (beta 0.06, sig 0.757). Beta gives the idea of how much 
the predicted variable would change after 1 SD change in the predictor. In some cases, it can be 
higher than expected and can involve presence of multicollinearity between the variables. The 
semipartial correlation coefficients have also been included and they explain the unique 
contribution of this variable to the total regression coefficient of the model.  
The analyses done for 2009, 2010, 2011, 2012 and 2013 shows that both DVs can be predicted 
by model 1 (Gini coefficient and % above 65 years old) and model 2 (with per capita PHC visits). 
The models are significant for all years (ANOVA significant except for per capita secondary and 
tertiary visits in 2012). However, the beta coefficients for the IV of interest per capita PHC visits 
are not constantly significant for any year except for 2010. 
It is important to highlight the results obtained in 2010. In this year, the FMP implementation 
reached the whole country after having been introduced in a phased way since 2005. The HMR 
analysis for the predicted variable per capita hospital visits in 2010 shows an adjusted R square 
= 0.581 in model 1 that increases up to 0.784 in model 2 with R square change 0.186, F(9,452) 
and sig. F change 0.015. Model 2 was significant (ANOVA sig 0.001) (Table 5.6). Besides, the 
beta coefficient for per capita PHC visits is -0.563 (sig 0.015) (Table 5.7). This means that 1 SD 
change of the predictor variable will result in -0.563 SD change in the predicted variable in this 
model.  
The interpretation makes more sense using unstandardized coefficient B (-0.404, sig 0.015). In 
this case, in our model, one per capita PHC visit will result in -0.404 per capita hospital visits. 
In other words, two per capita PHC visits will result in the decrease of almost one per capita 
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hospital visits. The same has been observed in the prediction of per capita inpatient visits in 2010 
(adjusted R square model 1 is 0.574, adjusted R square model 2 is 0.760, F(7.976) sig. 0.022 in 
Table 5.8; per capita PHC visits standardized coefficient beta -0.545 sig. 0.022 in Table 5.9).  
Table 5.6: HMR 2010 regressions. DV: per capita hospital visits. 
 
Table 5.7:HMR 2010 coefficients. DV: per capita hospital visits. 
 
ANOVA a
R Square 
Change F Change
Sig. F 
Change F Sig.
1 .811
a .657 .581 .657 8.633 .008 8.633 .008
b
2 .918
b .843 .784 .186 9.452 .015 14.310 .001
c
a. Predictors: (Constant), Gini coefficient, Over 65 year old population
b. Predictors: (Constant), addition of "Per capita visits to PHC facilities"
c. Dependent Variable: Per Capita visits to Hospitals by NUTS-1, all sectors
2010 Multiple regression
c
Model R R Square
Adjusted 
R Square
Change Statistics
Standardiz
ed 
Coefficient
s
B Std. Error Beta Zero-order Partial Part Tolerance VIF
(Constant)
3.121 2.060 .164
Gini 
coefficient 
-.083 4.586 -.005 .986 -.614 -.006 -.004 .430 2.323
Over 65 
year old 
population 
.151 .056 .807 .024 .811 .671 .529 .430 2.323
(Constant)
3.448 1.483 .049
Gini 
coefficient 
.398 3.297 .026 .907 -.614 .043 .017 .429 2.328
Over 65 
year old 
population 
.223 .046 1.193 .001 .811 .862 .675 .320 3.126
Per capita 
visits to 
PHC 
facilities 
-.404 .131 -.563 .015 .192 -.736 -.431 .585 1.710
1
2
a. Dependent Variable: Per Capita visits to Hospitals by NUTS-1, all sectors
2010 Coefficients
a
Model
Unstandardized 
Coefficients
Sig.
Correlations Collinearity Statistics
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Figure 5.2: 2010 Normal P-P plot of regression standardised residual. DV: Per capita hospital and IV: 
PHC visits. 
Table 5.8: HMR 2010 regressions. DV: per capita all inpatient visits. 
 
Table 5.9: HRM 2010 coefficients. DV: per capita all inpatient visits. 
 
ANOVA a
R Square 
Change F Change
Sig. F 
Change F Sig.
1 .807
a .652 .574 .652 8.418 .009 8.418 .009
b
2 .909
b .826 .760 .174 7.976 .022 12.621 .002
c
a. Predictors: (Constant), Gini coefficient, Over 65 year old population 
b. Predictors: (Constant), Addition of "Per capita visits to PHC facilities"
c. Dependent Variable: Per capita number of visits to all inpatient treatment 
facilities
2010 Multiple regression
c
Model R R Square
Adjusted 
R Square
Change Statistics
Standardiz
ed 
Coefficient
s
B Std. Error Beta Zero-order Partial Part Tolerance VIF
(Constant)
2.639 2.001 .220
Gini 
coefficient 
1.049 4.455 .071 .819 -.578 .078 .046 .430 2.323
Over 65 
year old 
population 
.155 .054 .859 .019 .806 .691 .564 .430 2.323
(Constant)
2.944 1.505 .086
Gini 
coefficient 
1.498 3.347 .101 .666 -.578 .156 .066 .429 2.328
Over 65 
year old 
population 
.222 .047 1.233 .001 .806 .858 .697 .320 3.126
Per capita 
visits to 
PHC 
facilities 
-.377 .133 -.545 .022 .201 -.707 -.417 .585 1.710
1
2
a. Dependent Variable: Per capita number of visits to all inpatient treatment facilities
2010 Coefficients
a
Model
Unstandardized 
Coefficients
Sig.
Correlations Collinearity Statistics
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Figure 5.3: 2010 Normal P-P plot of regression standardised residual. DV: Per capita all inpatient and 
IV: PHC visits. 
In summary, descriptive statistics, correlations and HMR have been used to evaluate the 
predictability of per capita hospital visits and per capita secondary and tertiary care visits by per 
capita PHC visits after controlling for the effects of Gini coefficient and % above 65 years old in 
the health service utilisation. Descriptive statistics showed an upward trend in the utilisation of 
the services, except for the PHC facilities, which presents a moderate decrease after 2011. 
Correlations between variables of interest are not significant. HMR results show statistical 
significance only in 2010, when the decrease of hospital visits could be predicted with 78% 
accuracy by model 2. In this model, a decrease of 0.581 SD per capita hospital visits could be 
predicted by an increase of 1SD per capita PHC visit (sig. 0.022). Nevertheless, many other 
drivers of health services utilisation (such health status) have not been accounted for due the small 
sample size limitation for the number of independent variables as well as the risk of 
multicollinearity in the prediction. 
5.2.  QUALITATIVE STUDY 
This section summarises the findings from the application of the framework method to the 
qualitative data obtained from interviews with FPs and academicians in Turkey (Section 4.2. ). 
5.2.1.  Sample Description 
Before the exposition of the findings, a description of the sample according to demographic and 
professional characteristics is provided to contextualize the information obtained from the 
interviews (Table 5.10).  
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Table 5.10: Sample description. 
Interview 
number 
Participant 
number 
Age Gender Role Specialisation 
Professional 
background 
Professional 
experience 
(years) 
Educator in 
FM 
specialisation 
or  
trainer in FP 
adaptation   
1 1 50 Female FP Yes 
Hospital 
Emergency 
25 No 
2 2 49 Female FP No Health centre 26 No 
2 3 47 Male FP No 
Hospital 
Endocrinology 
23 No 
3 4 47 Female FP No Health centre 23 No 
4 5 50 Male Academician Yes 
University 
FM dept. 
25 Yes 
5 6 50 Female FP No Health centre 26 No 
6 7 52 Male Academician Yes 
University 
FM dept. 
30 Yes 
7 8 51 Female Academician Yes 
University 
FM dept. 
27 Yes 
7 9 46 Female Academician Yes 
University 
FM dept. 
13 Yes 
7 10 52 Female Academician Yes 
University 
FM dept. 
25 Yes 
8 11 42 Female FP Yes Health centre 15 Yes 
9 12 44 Female FP No Health centre 16 No 
10 13 57 Male Academician Yes 
University 
FM dept. 
28 Yes 
11 14 45 Female Academician Yes 
University 
FM dept. 
15 Yes 
12 15 51 Female Academician Yes 
University 
FM dept. 
27 Yes 
 
5.2.2.  Process 
The findings exposed in this section are based on primary data collected in Turkey during a period 
of 23 days. The FPs’ interviews were all done in Ankara province (the Turkish Medical 
Association is based in Ankara, thus the FPs contacted through it and snowball sampling were 
also in this city), whereas the academicians were contacted from different provinces: Ankara, 
Eskişehir, İzmir, Adana and İstanbul. The participant from Adana expressed preference for a 
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Skype interview and the consent form was sent by email. One participant was interviewed in 
İstanbul during a conference of general practitioners, Pratisyen Hekimlik Kongresi, which the 
researcher of this study also attended. The interviews were audio recorded and had an average 
duration of 60 minutes. The interviews with academicians were mostly conducted in English, but 
the interviews with FPs were generally conducted in Turkish with the assistance of a Turkish 
interpreter who was trained on the topic and had signed a confidentiality agreement in advance. 
A total of 15 participants, 7 FPs and 8 academicians, were interviewed. The interviews were one-
to-one interviews except in two cases: one interview was conducted with 2 FPs and another was 
conducted with 3 academicians as this was more convenient for them in matters of time. The 
saturation point was reached when no new themes emerged from either academician or FP 
interviews (Bowen, 2008). Table 5.11 shows the interview schedule. After conducting the 
quantitative analysis, the first question emerged was: Why did the implementation of PHC not 
have the expected impact, that is, a decrease in the secondary and tertiary services utilisation? 
This led to enquiry: What are the main problems encountered in the FMP implementation? Is 
there a deficit in the education of family physicians? Are there many difficulties in the PHC 
service delivery? Or is it the population who refuses using the service instead? 
Table 5.11: Semi-structured interview schedule. 
1 What are the main subjects in the FPs adaptation programme / FM specialisation programme?  
2 Have the skills and clinical practice improved after this adaptation programme? 
3 What are the main contributions to FPs high workload? 
4 What do you think about the referral system? What are the limitations for its implementation?  
5 What are the population’s attitudes towards the PHC service after FMP?  
6 What are the most positive points of the FMP (for FPs and population)? 
7 What are the most negative points of the FMP (for FPs and population)? 
8 What interventions would you have implemented in order to improve PHC in Turkey? 
5.2.3.  Application of Framework Method 
The results are obtained after the application of the framework method are described below (also 
Figure 5.4). 
 Familiarisation. The audio recorded interviews are manually transcribed. The focus is 
on the content; therefore, non-verbal elements such as pauses or emotions are excluded 
(Gale et al. 2013). The transcripts are read several times. 
 Identifying a thematic framework. The academicians’ transcripts are analysed separate 
from FPs’. All data are arranged according to six initial categories: education, process, 
and population attitudes, which relate to the main research questions, and best points, 
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worst points, and improvements, as three broader categories. The chunks of data for each 
category are coded by in vivo coding. After this, axial coding is done by contrasting in 
vivo codes from each initial category and grouping them into refined codes and assigning 
numbers for identification. The code index applies to in vivo codes. In this step, the 
deductive approach switched to an inductive reasoning. 
 Restructuring the analytic framework. The refined codes from each initial category 
are contrasted and grouped into refined categories (also assigned with identifiable 
numbers for retrieval). All refined categories are grouped and abstracted to develop the 
initial themes, which conceptualises the information of all transcripts for each group of 
participants (Gale et al. 2013). Finally, the initial themes from academicians and FPs are 
abstracted to common final themes.  
 Indexing. In this study, all chunks of data are introduced into the analytic framework in 
the previous steps, and thus, all raw data are already indexed. The original transcripts are 
checked during all the process to ensure reliability. 
 Charting. Developing charts for emerged themes (Appendix C, Table C.1). 
 Mapping and interpretation. The sources of each theme are identified in raw data 
(Section 5.2.4. ) and the findings and possible interpretations are discussed (Chapter 0). 
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Figure 5.4: Application of the framework method.
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5.2.4.  Themes 
The analysis process uncovered major and minor themes. The results of coding, indexing and 
charting of themes explained in Section 5.2.3.  are included in Appendix C. In this section, the 
emergent themes (Figure 5.5) are described along with verbatim chunks of data from the 
participants to illustrate to what extent findings answer the research questions (Section 4.2. ): 
“What are the problems that could have influenced the PHC service utilisation?” 
“How competent are FPs to cope with increased responsibilities and expectations?” 
“How is the co-ordination between PHC and secondary and tertiary services organised?” 
“What are the attitudes of the Turkish population towards FM?” 
Where available, citations to relevant literature are given after each quote. 
 
Figure 5.5: Themes emerging from the analysis. 
EDUCATION AND 
TRAINING?
PROCESS OF HEALTH 
CARE?
POPULATION 
ATTITUDES?
1. PREPARATION OF 
FMP
- Worforce 
development
- In-service 
- Population
2. UNCERTAINTY 
ABOUT THE QUALITY
- Political training
- High workload 
- Performance 
targets
- Population trust
3. POLITICAL 
COMMITMENT TO 
FM INTEGRATION
- Policy design
- Compulsory FM 
training
- Quality FPs training
- Referral system
4. ORGANISATIONAL 
JUSTICE
- FM stakeholders
- Double standard in 
education
- Mixed cadres in 
PHC
- Remuneration
5. MARKET MODEL 
HEALTH CARE
- Decentralisation 
and FM
- Perf. payments
- Ownership
- Demand 
satisfaction
6. EDUCATION AND 
ETHICAL VALUES
- PHC in medical 
school
- Ethics of physicians
- Population 
awareness
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5.2.4.1.  Preparation of the FMP 
This theme has been constantly present in the interviews. Firstly, participants stated that there 
was a lack of planning in the development of FM specialised workforce. This involves both lack 
of infrastructure and educational changes.  
 
“We were expecting that there would be more training positions for 
residents in FM that did not happen… to the extent that was necessary to 
provide trained family physicians for the implementation of the system.” 
(Academician, interview 12) (Güneş & Yaman 2008) 
 
“It was very fast… you must complete the preparations before the 
implementation, for example, education and planning the personnel of the 
health system.” (Academician, interview 10) (Özşahin 2013)  
 
“FPs couldn’t adapt to the (adaptation) programme perfectly because… 
people thought that a lot of things would change very quickly and everything 
would be negative for them… they were a bit concerned because it was a big 
change happening very quickly and they didn’t feel very comfortable, they 
were anxious…”(FP, interview 8, line 25) (Günvar et al. 2011; WHO 2012) 
 
The participants stated that there was a shortage of physicians and there was a considerable 
increase in the workload of FPs. 
 
“One FP has 4,000 people registered to them, they are responsible for 4,000 
people maximum but not less than 3,500… that means about 60 or 80 people 
visiting the doctors every day.” (Academician, interview 7, line 282)  
(Tay et al. 2014) 
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“They say they are working so hard, they have hundreds of patients a day… 
but we have researched with them and the average patients is 30 a 
day…”(Academician, interview 6, line 234) (disconfirming evidence) 
 
The population was not aware of the changes that the implementation of the FMP involved.  
 
 “Majority of Turkish population do not know about PHC… they do not 
know, directly they go to secondary care, because they are not 
knowledgeable of this…” (FP, interview 5, line 148) 
 
5.2.4.2.  Uncertainty About the Quality 
The academicians and FPs stated that the adaptation training for FPs was deficient and their 
highly demanding workload does not allow them to undertake any training to improve their 
competences. Some FPs that joined the FMP came from other branches and lacked FM and PHC 
experience, this involved a risk in their practices.  
 
 “The programme did not contain any new information that is going to be 
used in the daily work…” (FP, interview 3, line 54) (Göktaş et al. 2011) 
 
“Some of them have maybe not examined patients in 10 years… they didn’t 
have any contact with any pregnant women, it is very dangerous.” 
(Academician, interview 11) 
 
“Doctors working in the primary care service (before the programme) 
without specialisation… they were very experienced doctors, but they have 
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no vocational training in family medicine.” (Academician, interview 10) 
(disconfirming evidence) 
 
“Some people are having these modules… they are so busy so they don’t 
have time to study, so they ask me (FM specialist) to answer the 
questions…” (Academician, interview 7) (Kringos et al. 2011) 
 
Participants were concerned about the quality of healthcare because the indicators of performance 
only concerned the quantity of care provided but the quality was not measured.  
 
 “I think the access improved but the quality has not improved, it does not 
mean that there is better healthcare quality but they have to see many 
patients very quickly, suddenly…” (FP, interview 3, line 72)  
(Kringos et al. 2011) 
 
The quality of training and healthcare in PHC can impact the population trust in FP.  
 
“The education of family physicians is very important; people must trust 
family physicians… you can’t say ‘trust him’…. they must learn that they 
have knowledge.” (Academician, interview 11, line 490) (Güneş & Yaman 
2008) 
 
“They (patients) are believing us, more than hospital… after going to the 
hospital they come here to ask us… they trust us more…” (FP, interview 2, 
line 152) (disconfirming evidence) 
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5.2.4.3.  Political Commitment to Family Medicine Integration  
According to participants, the government is not committed with the training of FPs or the 
implementation of a compulsory specialisation programme for FM.   
 
“They (government) did not care about the training programme so much, 
they did it as one of the requirements for taking the credit from the World 
Bank… it was just for fulfilling the requirements of having a training 
programme.” (FP, interview 3, line 38) 
 
 “They don’t have the necessary facilities to take every GP into family 
practice specialty… The changes are not explicitly made.” 
 (Academician, interview 4) 
 
 
“They haven’t done (the implementation of compulsory specialisation 
training) this year… it would be 2020… the end of this transition 
period…but they (government) need to make up their minds and they need to 
officially announce this… they don’t do this, they haven’t done this yet, 
although TAHUD and TAHYK (medical associations) have been asking and 
urging for that for many years...” (Academician, interview 12, line 175) 
(Göktaş et al. 2011) 
 
According to some participants, the referral system to coordinate health services is not 
implemented due to political reasons, as this can cause political backlash and hospital doctors 
could complain due to inequalities in the remuneration system. There is no FM stakeholder 
involvement in the health policy making process (Kringos et al. 2011).  
 
“We told the Ministry ‘family physicians must be integrated into the system, 
it cannot be done with the previous doctors’… everything has to be solved 
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on its own and if this system is called a system of FPs, but FPs are not 
accepted into this...” (Academician, interview 4) (Güneş & Yaman 2008; 
Özşahin 2013) 
 
“The system is not better because nobody made the FM system… as we 
learned from other countries, for example,… the Canadian… the British.” 
(Academician, interview 7, line 429) 
 
“This government of course has… very good support because of the health 
transformation and they don’t want to lose it… they don’t want introduce 
the referral system.” (FP, interview 8, line 294) 
 
“The reason we do not have the referral system is not the PHC, it is not the 
workload of primary care… it is the financial goodness of the hospitals… 
hospital specialities…” (Academician, interview 6, line 274) (WHO 2012) 
 
“There is not time for referral… If the referral system were implemented 
now, patients would have to come to see me first before going to the 
hospital, I would have a lot more work…”(FP, interview 2, line 163) 
(disconfirming evidence) (OECD 2008) 
 
Participants stated that population received misleading information from the government 
regarding the utilisation of PHC (Öcek et al. 2014).  
 
“They are using more than the previous system but the reason is the 
discourse of the government, there is an excessive use of health services… 
The government impulses the patients to be active consumers.” 
(Academician, interview 11) 
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5.2.4.4.  Organisational Justice  
The lack of inclusion of FM stakeholders in the design and implementation and lack of support 
from the government to stand for doctors’ rights were reported as causes of decreased motivation.  
 
“The worst thing is actually the fact that the MoH never takes into account 
the feedback and the opinion of the medical health workforce… it wasn’t 
planned with all the stakeholders, so it is because why not many people 
wanted to enrol…” (Academician, interview 12, line 400) 
 (Kringos et al. 2011) 
 
“There is a department about patients’ rights but there is no department for 
doctors’ rights…” (FP, interview 2, 257) (WHO 2012) 
 
Moreover, the participants described tension and discomfort in the work environment between 
FPs due to inequalities, ambiguity of job description and negative-performance-based payment 
cuts (Göktaş et al. 2011; Kringos et al. 2011). 
 
“The government does not like physicians, family physicians…they do not 
like, and the specialists do not like family physicians either in Turkey…” 
(FPs, interview 2, line 50) 
 
“It is a kind of bullying… they are irritating us… I do not need the 
government to inspect me, my patients are inspecting me, I have their 
feedback, I will have the feedback from my patients and I will do my job… 
but we just want the support of the government…” (FP, interview 2, line 
231, 171) 
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“I think negative performances aren’t helping anything, it should be positive 
performance… you are doing better, it should be an encouragement, and 
support…” (FP, interview 9, line  ) (Öcek et al. 2014) 
 
“FM specialists working in PHC are happy, because they got more salary 
than other doctors, the first reason. The second reason, they have a 
discipline. Before this implementation, they were only doctors, now they are 
specialists in the country. Now they are the member of the FM system… I 
think this is important…” (Academician, interview 10, line 108) 
(disconfirming evidence) (Güneş & Yaman 2008) 
 
In the relationship with the patients, participants described lack of respect and violence from 
patients towards doctors (this subject was brought up in all interviews with FPs and most of the 
academician interviews).  
 
“There was a spiritual relationship between the patient and the doctor in 
Turkey, people had an undefined respect for the physicians, but this is gone, 
people now start to see the physicians not much different than a baker… 
that’s what we objected the most.” (Academician, interview 4, line 271) 
(WHO 2012) 
 
5.2.4.5.  Market Model Health Care 
Regarding education, the implementation of FM discipline in PHC (as stated in the World Bank 
report) had some positive consequences for the workforce and population.  
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“… a lot of people start to say I want to be a primary care physician… they 
have an academic road they can go… this is a very important thing for 
improving themselves.” (Academician, interview 6) (Güneş & Yaman 2008) 
 
“It can have some positive points especially belonging to the close 
relationship… if you know the doctors, the relationship is better and if the 
doctor knows you also. Before, no one had this longitudinal contact…now, 
some of them have continuity with the patients but this is the case if the 
patient visits family physician, uses the services, and uses it as a first point 
of contact.” (Academician, interview 11) (Öcek et al. 2014) 
 
The performance indicators monitoring and ownership of health facility were highlighted as some 
of the most relevant causes of high workload.  
 
“I am working for the government so why do I have to pay the rent, the 
electricity, the heating… this is not reasonable or logical, I don’t earn my 
money from the patients, I earn my money from the government, so this 
place is government’s place, I am government’s doctor… I don’t know how 
to… they want me to know management…” (FP, interview 8, line 237) 
 
“The child health, vaccination…we don’t know if they(patients) are 
pregnant or not…the ministry knows (this problem) but it is just a negative 
performance for us, just because the patient didn´t 
announce…”(Academician, interview 7) (Öcek et al. 2014) 
 
“Doctors only follow rules of the government… they cannot practise their 
work as they want to… they don’t have time to be ideal family physicians.” 
(Academician, interview 7) 
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“The main problem is the performance targets, the payments related to 
performance… of course, there must be some assessment criteria.” 
(Academician, interview 11, line 387) (Kringos et al. 2011) 
 
The population was prompted by government campaigns to be excessively demanding of health 
services. There was an increase in patient satisfaction (because of increased accessibility and 
continuity) and rights.  
 
“They think they can have access to doctors every time they want, they own 
the doctors for everything and they think the doctors only have to answer 
their questions, they do not wait… so the public is demanding a lot of things 
from the doctors…” (FP, interview 2, line 17) (Öcek et al. 2014) 
 
“People are very happy not having referral chain in Turkey… satisfaction is 
high and they have freedom to go everywhere…” (Academician, interview 
10, line 247) (Disconfirming code) (Bulut & Ferdane 2014) 
 
5.2.4.6.  Education and Ethical Values 
The participants emphasized the need of strengthening the FM core competences education in 
medical school as an essential improvement..  
 
“PHC needs to be strengthened, that goes for all GPs, every physician must 
be prepared to become an FP…  for example, in your third year of 
education in Turkey, people start saying ‘I want to be gynaecologist’, ‘I 
want to be an internist’… no… you first must want to be a FP…” 
(Academician, interview 4, line 289) (Güneş & Yaman 2008) 
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“The education, (which) is also our duty in the lectures in the university, it 
must be from the first years of education… this ethical and this community 
responsibility… must be learnt in primary care with years… and you have to 
have some models in your education…” (Academician, interview 11, line 
172) (Güneş & Yaman 2008) 
 
The strengthening of the doctors’ ethical values was stated important to improve the health care 
delivery in the market model.  
 
“Some business men open hospitals and they hire physicians and they make 
them to work unethical for money… so ethics of the doctors must be 
strengthened, I believe…” (Academician, interview 4, line 286) 
 
The enhancement of population awareness about health issues and services was reported 
important to control the misuse of the health services. 
 
“Some people don’t understand the system… It is because it is very new, I 
think… there are still many things to do to educate the people…” (FP, 
interview 9, line 126) 
 
“The population is very demanding because family physicians working at 
the primary health centres don’t have time to educate them…” 
(Academician, interview 7, line 269) 
 
The qualitative study aimed to understand the problems in the implementation of the FMP that 
could have influenced the utilisation of the health services and the integration of FM into the 
health system. The themes obtained provide some answers for this (Figure 5.5). The absence of 
proper and timely preparations for the implementation of the FMP, the insufficient political 
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commitment to the integration of FM and problems related to market model mechanisms were 
the dominant themes that affected the competences of FM, the process of health care delivery and 
population attitudes towards PHC. The uncertainty about the quality and organisational injustice 
were also undermining the progression of FMP. In addition, weak population education and some 
doctors’ questionable ethical values hindered the path towards the proper integration of FM and 
PHC.    
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6.  DISCUSSION 
The previous sections exposed the most relevant findings. Although all these aspects are 
noteworthy to be looked at in-depth, this discussion will be based on the research aims and 
questions and to what extent they have been answered by the analysis. 
The assessment of the integration of PHC in the health system was done from two mutually 
inclusive approaches that relate to the two main objectives of this study. 
The first objective was the assessment of the association between the uses of PHC and the 
secondary and tertiary service after the FMP implementation, informed by the literature that 
reported a decrease of the utilisation of the latter in circumstances of well implemented PHC 
(Moore 1979; Martin et al. 1989; Atun 2004). The findings are not completely conclusive and 
the study has several limitations. An overall increase of health service visits is observed and this 
was concordant with the positive correlations among health service utilisation variables (Section 
5.1.3. ). However, the regressions significantly predicted a decrease of secondary and tertiary 
visits along with an increase of PHC visits in 2010. The FMP reached country-wide 
implementation this year, thanks to political commitment, and it was an important element in the 
campaign for the upcoming 2011 general elections. Following the elections, the government 
agenda shifted towards developing hospital and secondary care facilities (Atun et al. 2013), which 
explains the more pronounced increase in these visits and the decrease in PHC visits after 2011 
(Figure 5.1).  
The second objective was to understand the difficulties in the implementation of FMP that could 
account for the results obtained in the quantitative analysis. The qualitative, interview-based, 
study was described in Section 5.2. This part was focused on three main categories: FP education, 
process of PHC and population attitudes towards PHC. The findings are discussed in this chapter.  
A general observation is the lack of inclusion of FM stakeholders in the health policy making 
process, in particular, in those concerning PHC. This points to deficient planning of the FMP. 
This inclusion is an elemental step in the integration of FM in health systems and even more when 
it is intended to create a decentralised PHC service, where the FP is the responsible representative. 
The education and competences of FPs were affected by several causes. There was a failure to 
anticipate the infrastructure and workforce needed for the reform. This was reflected in three 
areas. (1) The training arrangements for FM specialisation were not adequate. There was no 
planning of infrastructure or increase of training positions for specialised FPs before the 
programme. (2) The adaptation training, to be done by practitioners that were working in the 
field, was implemented without stakeholders’ considerations, deficient in content and poorly 
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regulated. (3) Besides, due to the shortage of health workers, the adaptation programme was 
offered to specialists from other branches who joined the service without experience in PHC. 
Therefore, there was no guarantee about the competences and skills of the FPs relevant to the 
new responsibilities and the FM core competences.  
On the other hand, there is no political commitment for the implementation of compulsory FM 
specialisation for working as FP (which is imposed by the EU regulations to all member and 
candidate countries and also a World Bank policy consideration for the HTP loan). The short-
duration adaptation training programme is still being offered to medical graduates as an 
alternative to the full three-year specialisation programme. In addition, there is no inculcation of 
PHC values or FM competences in the medical education, which is deeply hospital-based. 
Therefore, the intake of FM trainees in the specialisation programme is not increasing as required 
for the FM service. There are two main consequences. (1) There is duality in the educational 
system and also in the professional cadre in the FM service working with the same contract and 
work conditions. This causes problems in the work environment through interactional and 
distributive organizational justice mechanisms. (2) There is an uncertainty about the quality of 
health care due to insufficient regulated training. The lack of proper training can also influence 
the self-confidence, knowledge and skills of FPs for the management of medical conditions and 
can also affect the population trust and attitudes towards PHC.   
A positive point in this area is the professional and public recognition of the FM discipline (the 
academic recognition in Turkey was in 1986), which has increased the motivation of FM 
academicians and also of the FM specialists, who were working in hospital setting due to the 
neglected state of PHC before the FMP. Another very positive development is that the FM 
speciality is visibly becoming more attractive for medical students (Akdeniz et al. 2011), which 
represents a big change compared with the situation before the FMP. 
The lack of planning and integration of FM in the health system has also consequences in the 
process of health care. The shortage of health workers explains the high number of patients per 
physician (there is an assigned list, of around 4,000 patients per physician, in major cities), but 
other causes of workload have also been described that are not specifically related to medical 
practice. The implementation of a FM service with market model characteristics involves the 
assignation of more specific responsibilities beyond those that conformed the core competences 
of FM. The performance monitoring associated with a negative payment mechanism and the 
transfer of ownership and facility management have had a great impact in the workload.  
In a period of just five years, the PHC workforce in Turkey went from “public unqualified 
employee working in community based health centres” status to “specialised contract based 
family physicians in charge of assigned patients lists, health facility management and 
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performance requirements” status without adequate training. The high workload is an important 
limitation for the training and competence improvement of the FPs and, therefore, for the quality 
of health care.  
The performance-based system brings concerns regarding the quality of the healthcare. (1) It is 
based on indicators that provide a measure of quantity (e.g. number of prenatal visits) but not of 
quality. (2) The activities that are not included among the performance targets can be neglected. 
The performance payments can lead to overproduction of health care and misuse of health care 
resources. In this regard, the ethical values of the FPs and doctors in general have to be 
strengthened in the market model. 
The most objective factor that can indicate the lack of integration of FM in the health system is 
the absence of gatekeeping mechanism. As outlined in the literature review, there is no referral 
system implemented in Turkey. This was piloted but failed due to a complex set of reasons. The 
ultimate reason stated by the participants in the study was “political considerations,” or the fear 
of the governing party to lose popularity and votes after implementing referral. However, if there 
is a political commitment to the referral chain, the mechanisms that justify this fear could be 
solved through several interventions.  
The remuneration mechanisms for hospital physicians are different from FPs (the former have 
positive payment for performance). The participants agree that a referral chain would 
significantly decrease the income of hospital physicians. This is the main obstacle for 
implementing referral, since hospital physicians are powerful stakeholders in health policy in 
Turkey, contrary to FPs. This aspect could be solved by implementing similar performance based 
payments between these groups.  
The training and self-confidence of FPs should be improved. This entails changes in their 
education but also in the process of health care delivery by decreasing the workload, which is an 
important obstacle for FP training and a proper referral system. More training in facility 
management and the activities for which performance is monitored could help alleviate this issue. 
Another solution could have been to implement interventions in a phased way, giving more time 
to FPs to adapt to their new roles. 
Activities addressed to increase the population awareness could have a positive impact on 
population trust and attitudes. According to participants, the referral chain was inconceivable for 
the population and their reaction would be negative. This is firstly because the Turkish population 
is used to a polyclinic hospital based centralised health care, thus the change to FM service has 
to be progressive. Secondly, the population has not received proper information about the PHC 
and the skills or competences of the FP. 
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Moreover, the market model involves a shift in the conception of patients as consumers and 
irremediably changes the patient-doctor relationship. In the case of Turkey, the population 
seemed to be prompted to demand services. This was supported by the enforcement of patients’ 
advocacy bodies which eases the process of complaints. This leads to a misuse of the health 
services, facilitated by the lack of gate keeping mechanism. The population should be educated 
in terms of health behaviours and health service utilisation and needs to be informed on the PHC 
and FM characteristics. This can influence the attitudes towards FPs and, consequently, can 
improve the use they make of the services. As a positive point, there are reports of increasing 
satisfaction and trust with the service (Özata et al. 2014), a fact also stated by several participants 
in the study. 
Everything considered, activities involving all relevant stakeholders, namely, hospital physicians, 
FPs, and the population, can be undertaken to create an environment in which the referral chain 
can be implemented. 
The idea of organisational justice should be discussed separately. In all transition periods, when 
a service or organisation is replaced by another, organisational justice mechanisms can undergo 
changes. In the case of Turkey, this problem is reflected in particular in the PHC service between 
specialised and unspecialised FPs but also in CHC workers. The themes in Section 5.2.4.  show 
that this process affects the motivation of the health workers, which influences their engagement 
with the interventions of the FMP. The government as the employer is the unique institution that 
could solve this situation by intensifying the commitment to integrate FM in the health system. 
This entails involving all stakeholders, improving coordination, planning the referral chain, 
informing the population about PHC, and eliminating inequalities in payment mechanisms. 
In Figure 6.1, a summary of these observations and recommendations are presented using a 
representation of the Donabedian model (Donabedian 1988). Framing the challenges of the FMP 
in this model of health care, the main issues are identified in the structure of the PHC system, 
especially in the governance and PHC workforce development. The other main block of 
challenges is in the coordination and integration of the service. The main consequences identified 
are in the quality and the efficiency (no referral system) of PHC. Increased political commitment 
to better integrate PHC would impact the rest of the system, in particular, the interventions 
relating to the referral system and the education of the workforce. Finally, this impact will have 
a repercussion in health service utilisation in favour of higher quality and efficiency. 
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Figure 6.1: Policy recommendations framed in the Donabedian Model. 
 
GOVERNANCE 
- FM stakeholders 
- Logistic support to FPs for 
performance and facility 
management 
- Population education on 
PHC and health issues 
 
 
ECONOMIC CONDITIONS 
- Equal remuneration system 
between 
o CHC and FP 
o Hospital physician and 
FP 
PHC WORKFORCE 
DEVELOPMENT 
- Infrastructure: 
o PHC education centres 
o Increased trainees 
- Training: 
o FM competences 
o Management and 
leadership 
o Strengthening ethics 
- PHC education in medical 
school 
STRUCTURE OF THE PHC 
ACCESS 
- Reasonable use 
of health 
services 
COORDINATION 
- Feedback between 
services 
- Referral system 
COMPREHENSIVENESS 
- Competences of FM 
- Clinical management 
CONTINUITY 
- Longitudinality 
- Management of 
chronic conditions 
QUALITY 
- At community level 
EFFICIENCY 
- Allocative 
- Technical 
EQUITY 
- Health care based on health 
needs 
FP (SPECIALIST & 
NON-SPECIALIST) 
- Training 
- Self-confidence 
OUTCOMES OF PHC 
POPULATION 
- Acceptance 
- Trust 
 
DECREASED 
WORKLOAD 
- Training 
- Self-confidence 
INTERMEDIATE OUTCOMES 
PROCESS OF PHC 
53 
 
7.  LIMITATIONS 
The study has several limitations. A limitation for the interpretation of the study is the ecological 
fallacy, a phenomenon that appears when making individual inferences about the results from 
aggregate data, which is the case here for the quantitative methodology (Tabachnick & Fidell 
1996d). Taking this limitation into account, an ecological design is very useful to assess the 
evolution or effects of policy reforms. In this case, the policy is the ecological exposure and the 
unit is an aggregate or part of the population, such as NUTS-1 (Loney & Nagelkerke 2014). 
Another issue to take into account with aggregated data is the increased levels of the correlation 
coefficient, therefore results must be interpreted according to literature review and other sources 
of information.  
Another limitation when determining correlations and regressions is the attribution of causality 
to the results. In the analysis of regressions, this has been avoided here by considering predictions 
instead of giving absolute explanations.  
The small number of cases, N, is also a limitation for the number of IVs included when running 
regression analysis. The ratio of cases to IVs should be observed (a rule of thumb is N ≥ 50+8m, 
where m is number of IVs, Tabachnick & Fidell 1996d, p. 123). For example, the sample size 
limited the number of IVs introduced in the analysis of regressions, which meant leaving some 
recognised drivers of health service utilisation behind, to avoid the risk of collinearity. The 
substitution of NUTS-1 with NUTS-3 (i.e., provinces, Table B.1) would have given N=81. 
However, most of the secondary data used in this study was not published at NUTS-3 level.  
Other limitations of the study methodology such as assumptions of normality, linearity and 
homoscedasticity have been addressed prior the analysis.  
Regarding the qualitative analysis, policy reforms could be better analysed from a more inductive 
perspective, such as case study or historiography, which would allow to produce explanations 
and generalisations of the results (Giacomini 2010). For example, describing lessons learnt from 
a policy implementation in a country and generalising to similar future policies implemented in 
other countries. However, the generalisation of qualitative study results, inductive inference, 
requires realisation of the same study several times to obtain empirical confirmation of the 
veracity. 
The analysis process and data collection could have been improved with a pilot study, especially 
for the definition of the interview questions, technique and style. Moreover, during the interviews, 
the order of the interview questions and the gathering of field notes could not be kept completely 
consistent, limiting data quality. 
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In general, the framework method is systematic and the process of the data analysis can be 
tracked. When the method is properly implemented, the validity and rigour of the results are high. 
The methods used to give validity to the analysis have been described previously. The validity of 
the results could have been improved by triangulation with other researchers and by seeking 
participants’ validation of the results which was limited by the time available for the dissertation. 
The demographic and cultural background of the participants may have also influenced the 
results. For example, the participants are similar in age, they have all been working around 20-25 
years in health services and are able to provide a more conscientious appreciation of the changes 
that the FMP involved but also could have presented more difficulties to adapt to those changes. 
Moreover, participants’ political inclination could have influenced the findings as well since 
complaints about policy features and implementation can be more likely if their political 
inclination is opposite to governing party.  However, this information was not requested during 
the interviews and then, there is no evidence to state this limitation, it is just a hypothesis. 
There was a possibility of the study being affected by researcher bias.  The researcher has the 
same background as the participants. This was valuable for the development of the research tools 
and was very favourable for the dialogue with the participants. However, it may cause problems 
if there is excessive empathy and synergy between the interviewer and interviewee, potentially 
leading to “shared conceptual blindness” (Chew-Graham et al. 2002). During the analysis and 
development of the themes, the researcher made an effort to conduct the analysis in a neutral and 
rigorous manner. 
 
55 
 
8.  CONCLUSIONS 
The conclusions for this study are based on the recommendations summarised in Figure 6.1. The 
results of the study are consistent with the challenges and problems encountered in the literature 
review (Chapter 3. ). The HTP and the FMP embraced a deep change in which not all stakeholders 
were adequately involved. The population, as one of the stakeholders, was satisfied with the 
changes, but public awareness about the role of PHC and FPs in the health system leaves a lot to 
be desired. Secondary and tertiary facilities remain the primary sources of health care for the 
Turkish public, which they can freely visit whenever and however they want, without any referral 
requirements. 
The resulting system is not a perfect example of family medicine service. Quoting the 
participants, “the changes are not explicitly made”, the system “is not the FM system as we learn 
from other countries” and “the doctors only follow rules of the government and don’t have time 
to be ideal FPs.” These statements gain increased meaning following the qualitative analysis in 
Section 5.2. . The population does not conceive FM as they should, the FPs cannot perform 
according to FM core competences as they should and the system is not arranged as the FM 
service it should be. Therefore, the service it is not completely implemented, it is still in transition. 
The process could have been much smoother if the interventions regarding FPs have been 
implemented in a phased way. 
Figure 6.1 summarised the main problems encountered in FMP and the recommendations for its 
improvement. The main recommendations are:  
1. Mitigate the mechanisms that have a detrimental effect on organizational justice. Include 
all stakeholders in policy making. Provide equal payment mechanisms for hospital and 
PHC physicians. 
2. Better educate the population regarding health services, especially the meaning of PHC.  
3. Implement compulsory FM specialisation and enhance PHC education in medical 
schools. Promote infrastructure for in-field training. 
4. Gradually implement a compulsory referral system. 
It is important to remember that the proper implementation of FM and PHC is a long and difficult 
process. The benefits of the reforms in Turkey are just starting to be observed, with increasing 
public trust in the service and the growing interest of medical students for specialising in FM. 
The strengthening of the PHC should be pursued whatever the difficulties. A solid base for the 
health system is the primary condition to promote quality of life and global development. 
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8.1.  FURTHER RESEARCH 
The findings of the qualitative study are based on academicians’ and FPs’ views on the main 
difficulties that have influenced the utilisation of the health services after the implementation of 
the FMP in Turkey. For further research, an interesting course of study would be to look at the 
opinions of the Turkish population about a potential referral system integrated with the PHC. 
Another subject worth looking at is the comparative advantages and efficiency of the negative 
versus positive performance-based payment of physicians for the same budget allocation. 
Future policy making decisions can benefit from cost-effectiveness analyses of the PHC after the 
reforms. Lastly, time series analysis of the utilisation of the PHC service and other services could 
be another subject of future research. 
This study has been accepted for a poster presentation at the 20th WONCA Europe Conference, 
24 – 26 October 2015. 
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APPENDICES 
A. RESEARCH DOCUMENTS 
In the following pages of the Appendix A, the dissertation research proposal, the copies of ethical 
approval decisions from Ireland and Turkey, the copy of participant information leaflet, the copy 
of participant consent form and a list of interview questions are attached. 
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1. Introduction 
The study will look at the primary health care service in Turkey. Specifically, it will 
focus on the Family Medicine Programme (FMP), which was implemented in 2004, 
as a part of the health reforms experienced in Turkey for the last two decades.  
Turkey is a middle-income developing country that has been a candidate for 
European Union membership since 1999. It is also a founding member of the OECD 
since 1961. Since its creation in 1923, the Republic of Turkey has seen many 
political and social vicissitudes. A multi-party parliamentary democracy was in 
governance from 1947 until the 2002 general elections, when the AKP party (Adalet 
ve Kalkınma Partisi – Justice and Development Party) obtained the majority in the 
parliament (Şener, 2012). The social and demographic situation has been 
influenced by the presence of the sizeable Kurdish minority, concentrated in the 
South-Eastern region, who have been demanding independence and trying to 
achieve this through political, and sometimes militant, means. After 1984, the 
Kurdistan Workers’ Party (PKK) has headed terrorist activities (Larrabee & Tol, 
2011). Worsening the situation in the region, Turkey has recently received more 
than 200,000 Syrian citizens running from the Syrian civil war from 2011, which 
has added to the atmosphere of instability. 
The Turkish health system has traditionally been fragmented in both service 
delivery and financing mechanisms (Atun, et al., 2013). The financing model of 
social health insurance, which was first implemented in 1945, was designed to 
cover only blue collars health. Four years later, it was expanded to embrace retired 
civil servants coverage. A tax-based and private financing services compensated 
the funding for the rest of the Turkish population (Menon, et al., 2013). Likewise, 
the provision of services was complex and disintegrated, there were public, social 
security and private facilities, included drugs dispensaries, an individuals (OECD, 
2008). This situation made difficult the planning process for the proper allocation 
of health care resources which led to great gaps in the access to health services, 
lack of preventive medicine measures and control of chronic diseases and the 
development of an inclusive and comprehensive primary health care (PHC) service 
with family physicians as coordinators (Reflections on Ministerial Leadership: 
Health Reform in Turkey, 2013). Actually, the health services were basically 
centred in secondary and highly specialized tertiary services and the PHC service 
was limited to malaria and tuberculosis control dispensaries and health centres 
where nurses or midwives provided antenatal and child care. In 1961, the Law on 
the Socialization of Health Care Services (Law No. 224, 1961) was implemented 
and entailed the extension of the types of social health insurance schemes, it was 
recognized as the first step towards Universal Health Coverage in Turkey (Atun, et 
al., 2013). This law also enhanced the role of the PHC to increase the access to 
health services. Nevertheless, the still fragmented system was eventually 
unmaintainable and this paved the way for the Health Transformation Programme 
(HTP) initiated in 2003 (Rekha, et al., 2013). The FMP, which is the focus of this 
study, was one of the first reforms implemented.  
Turkey has seen a considerable improvement of the health status of the population 
for the last two decades, especially after the implementation of the HTP in 2003. 
Some significant health indicators are: the life expectancy at birth, increased from 
65.4 years in 1990 up to 74.7 in 2013; the infant mortality rate and under five 
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mortality rate, decreased from 52.6 deaths per 1000 live births in 1993 to 7.8 per 
live births in 2013; and the maternal mortality rate, improved from 70 deaths per 
100.000 live births to 15.9 in 2013 (Ministry of Health of Turkey, 2013).   
The PHC service is an essential element of any health system to improve the equity 
in the access and an inclusive assistance (WHO, 1978; Kringos, et al., 2013). An 
important deficiency in the health system in developing countries is, among other 
things, a weak family medicine service (WHO, 2008). The main goal of this study 
aims to understand of the FMP role in the Turkish health system and the main 
deficiencies and challenges experienced in its implementation. The results could 
provide a basis for the focus of further research, and this could contribute to health 
policies decision-making process in the long run.  
2. Aims and Objectives 
The aim of the study is to analyse the trends in the utilisation of health services 
after the FMP implementation in Turkey, focusing on the family medicine service 
and the main gaps in its implementation.   
Objectives: 
1. Assessment of the association of the utilisation and provision of the family 
medicine service with the utilisation of the secondary and tertiary services and 
several health outcomes. 
2. Exploration of the main challenges and difficulties encountered by 
academicians and family physicians for the implementation of the Family Medicine 
programme. 
 
3. Literature Review 
The Family Medicine Programme was first implemented in 2004 (Güneş & Yaman, 
2008). Afterwards, it was extended in a phased manner reaching the whole country 
in 2010. This reform is contained in the Health Transformation Programme, 
implemented by the Turkish Government in 2003. It followed more than a decade 
of unsuccessful trials for implementing a universal health coverage model and 
other health reforms (OECD, 2008; Dündar, et al., 2010) and aimed at eliminating 
the fragmentation of the health service financing and delivery (Mollahaliloğlu, 
2008). The HTP succeeded the inauguration of the new cabinet under the AKP and, 
since its implementation, has been receiving financial and technical support by the 
World Bank to be executed with policy conditionalities (The World Bank, 2010).  In 
2003, the Human Development Sector Unit of the World Bank made their report 
(No. 24358-TU) “Turkey, reforming the health sector for improved access and 
efficiency” (The World Bank, 2003) in order to identify the deficiencies that 
accounted for the unsatisfactory health outcomes and misuse of health resources 
in the health system (Reflections on Ministerial Leadership: Health Reform in 
Turkey, 2013). This report recommended the areas that should be strengthened or 
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redefined, and provided the methodological support that led the health reforms 
that have been undertaken over the past ten years.  
Following this report, the health system has undergone notable reforms that 
required a comprehensive approach to legislation, financing, functions, actors and 
beneficiaries (Kringos, et al., 2011). The main reforms have been:  
1. Implementation of the Social Security and Universal Health Insurance 
Law in 2008 (Atun, et al., 2013). It entailed the unification of the 
fragmented social health insurance under a General Health Insurance 
(GHI) framework that would be managed by the new Social Security 
Institution (SSI). There was a harmonization of the benefits packages 
between all the groups. Furthermore, the primary healthcare and 
Emergency Care Stations services were made free of charge for all insured 
and non-insured population.  
2. Enhancement of Minister of Health stewardship functions. After 2012, 
the Ministry of Health was relieved of its purchaser functions, being able 
to focus in health planning, quality control of health workers’ training, 
services provided and infrastructure.  
3. Family Medicine Implementation Law in 2004. After this law, family 
medicine would be performed only by family physicians after undergoing 
the specialist training program. There would be an assignation of patient 
to each family unit which encompassed family physicians, nurses and 
health officers to assist the units). The general practitioners that worked 
on health centres would be substituted by contract-based family 
physicians with performance-based payments (Özşahin, 2014).  
4. Performance-based supplementary payment system implemented in 
MoH institutions in order to enhance personnel productivity and job 
satisfaction (Chakraborty, 2009; The World Bank, 2013). 
5. Hospital Autonomy Law in 2010. The increase in flexibility for 
accountability and service delivery was expected to enhance the allocative 
efficiency (Sulku, The Health sector reforms and the efficiency of public 
hospitals in Turkey: provincial markets, 2011; Atun, et al., 2013).  
6. Public-Private Partnerships for Health Law (ISPAT, 2014). Regulation of 
the environment for engaging with the private sector. Besides the 
development of this partnerships, the SSI had agreements with private 
sector providers of health. The insured are allowed to be visited in these 
facilities through outsourcing payment regulated by the SSI 
(Kahyaogullari, 2013; Atun, et al., 2013).  
7. Introduction of e-Health schemes. After 2004, a National Health 
Information System (NHIS) harmonising all the components of HTP was 
created, including a Family Medicine Information System (FMIS), Sağlık-
NET (Health-NET) collecting clinical data and MEDULA, covering social 
security. The e-Health system also allows citizens to make appointments 
(Doğaç A. , Hülür, Çaylan, & Heywood, 2010; Tatar, et al., 2011). 
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The main focus in this research is the Family Medicine Programme (FMP). Prior to 
the implementation of the programme, the primary health care service was 
composed of communicable diseases control centres, antenatal and child care, 
family planning centres and health centres where general practitioners were in 
charge of drugs prescriptions and basic health assistance (Tatar, et al., 2011). The 
family medicine as a specialty was created in 1982 (Basak & Güldal , 2014), but it 
has not gained much popularity among medical students until very recently 
(Tanriover , Hidiroglu , Akan , Ay , & Erdogan, 2014). Moreover, it was not 
compulsory to complete the training in family medicine to work in the health 
centres. The lack of health workers, diagnosis and treatment resources made the 
Turkish populations disregard the primary health care centres and attend directly 
secondary and tertiary service (Öcek & Soyer, 2007). This was also possible 
because there was no need for referral from PHC services to attend the hospital 
and secondary care outpatient clinics. Primary health care service was basically 
only used for immunization, maternal and child care (Ozcirpici, et al., 2014).  
The implementation of the FMP was piloted in 2005 in Düzce (Mollahaliloğlu, 
2008). The main changes that it involved were:  
1. Family physician in charge of family medicine unit. Each family 
medicine unit is assigned an average of 3000 patients. (Güneş & Yaman, 
2008). The family medicine unit consists of family physician, nurse and 
health officer/assistant (Mollahaliloğlu, 2008).  
2. The family physician will be paid on capitation basis with 
performance-based supplements. The performance will be measured on 
the achievement of antenatal and infant care objectives. Currently, 
objectives of control of non-communicable diseases are being discussed for 
their inclusion in the performance requirements (The World Bank, 2013) 
(Dündar, et al., 2010).  
3. Family Medicine Information System. As a part of the NHIS. This 
mechanism helps to control performance and provides theoretical 
guidelines support to FM.   
4. Integration of the family and preventive medicine: immunizations, 
maternal and child care, control of risk factor for non- communicable 
diseases, prescriptions and home care visits would be provided by the 
family medicine units (The World Bank, 2013).  
5. Coordination of different services in each family medicine units. The 
performance is measured per family medicine unit instead of being 
measured per physicians (Kringos, et al., 2011).  
Although the HTP implementation had the support of many actors in the health 
administration and institutions (Akıncı, et al., 2012), it has also met resistance 
from the medical associations, trade unions and the general public who see this 
transformation as a neoliberalist strategy following the trends of the 
decentralization and privatization of the health system and public services (Coşar 
& Yeğenoğlu, 2009; Erbaş, et al., 2012).  
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The FMP, albeit a good step in the strengthening of the health service, had a lot of 
gaps. The first one was the lack of proper training and qualification of the family 
physicians, which are essential for carrying out this specialty (Yaman & Özen, 
2002; Yaman & Ungan, 2010). Secondly, there was an absence of implemented 
policies for regulating the process of referral from primary care to other levels of 
care, as a referral is still not compulsory for accessing secondary and tertiary 
levels. Thus, there is room for improvement in the coordination and integration of 
health services since these two elements are essential for the development of the 
functions of primary health care services (Pelone, et al., 2013).  
4. Project Design and Methodology 
The study will consist of two main parts following an introduction. The 
introduction will include descriptions of the reforms that have taken place during 
the HTP (2003-2014) and data about changes in the health outcomes and health 
resources allocations for this period of time. Following the introduction, the study 
will be conducted in two parts (Figure 3). 
Part 1 
This part will be an analysis of the association of the utilisation and provision of 
the family medicine service with the utilisation of secondary and tertiary health 
care services and specific healthcare indicators. The design of the study will be a 
longitudinal ecological study from 2008 to 2013.  
The unit of analysis for the study will be “NUTS 1” (Nomenclature of Territorial 
Unit for Statistics, Level 1) (Eurostat, 2014), a European Union standard used for 
regional statistics, maintained by Eurostat and covering the EU members and 
candidates and the European Free Trade Association countries (Figure 13). 
 
Figure 13. The Nomenclature of Territorial Unit for Statistics (NUTS), levels 1, 2 
and 3. 
The study will use secondary data collected by the General Directorate of Health 
System, Ministry of Health and published as the “Health Statistics Yearbook” 
annually, including these three years (Ministry of Health of Turkey, 2009; 2011; 
2013). Other important sources of data include reports published by the Turkish 
Statistical Institute (TURKSTAT) and OECD 
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Since the FMP has been implemented in a phased fashion, the degree of 
implementation of each NUTS-1 will be different, above all from 2008 to 2010 (in 
2010 the programme reached the whole country). Therefore, the associations will 
be measured firstly independently in each NUTS-1 each year, and secondly, the 
association between the means from all NUTS-1 data, in order to get the association 
at country level for each year. The longitudinal changes in the correlations will be 
compared for each NUTS-1 and at country level from 2008 to 2013.  
The analysis will be done on secondary data collected by the Turkish General 
Directorate of Health System, and publicly available in the “Health Statistics 
Yearbook” (Ministry of Health of Turkey, 2009; 2011; 2013). Other important 
sources of data include data publicly available collected by the Turkish Statistical 
Institute (TURKSTAT), MEDULA system and OECD.  
For the purpose of Part 1 analysis, the association will be done first between the 
variables per capita visits to family medicine units AND population per family 
medicine unit, number of emergency care stations, the number of hospitals and 
number of hospital bed per 10.000 population, ratio of the population covered by 
insurance, age, rural / urban distribution of the population and female education 
level per each unit of analysis and at country level  by using the means of each 
variable for measuring the association.  
Secondly, the association will be measured between the variables: Per capita visits 
to all inpatient treatment facilities, per capita visits to secondary and tertiary health 
care, per capita hospital visits, average length of stay in hospitals, per capita number 
of cases in emergency care stations AND population per family medicine unit, 
number of emergency care stations, the number of hospitals and number of hospital 
bed per 10.000 population, ratio of the population covered by insurance, age, rural 
/ urban distribution of the population and female education level per each unit of 
analysis and at country level  by using the means of each variable for measuring 
the association. 
As a part of the quantitative part, it could be also possible to execute multiple linear 
regressions analysis by introducing per capita visits to family medicine units and 
population per family medicine unit as predictor variables and per capita visits to 
all inpatient treatment facilities, per capita visits to secondary and tertiary health 
care, per capita hospital visits and per capita number of cases in emergency care 
stations as predicted variables. During the regression analysis, the covariates age, 
rural / urban distribution of the population and female education level could be 
included to evaluate the effect modification. As potential confounders, the 
adjustment could be done for the ratio of the population covered by insurance and 
the provision of health service, represented by the variables: number of emergency 
care stations, the number of hospitals and number of hospital bed per 10.000 
population. 
Part 2 
This part of the study also aims at understanding the main challenges that family 
physicians and academicians involved in family medicine training programmes, 
have encountered during the implementation of the FMP. 
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Family medicine as an academic discipline in Turkey has a history of approximately 
20 years, but it has only recently become compulsory to undergo family medicine 
training for the exercise of this profession (Başak & Güldal, 2014; Akdeniz, et al., 
2011; Akdeniz, et al., 2010). Recent changes involved the revision of the training 
programme regarding its content and organization. It has also been reported in 
literature (Güneş & Yaman, 2008) that there are some serious challenges 
encountered in the practice of family medicine. In this part, structured interviews 
with academicians working at the department of Family Medicine in different 
universities and family physicians working in family medicine centres will be 
conducted. The purposeful and snowball sampling are the best methods for 
sampling taking into account the objective of this analysis but in case that the 
recruitment is not effective, convenience sampling will be used.  The sample size 
will be limited by the saturation point and the limited time for doing the study. The 
interviews will be recorded and the transcripts will be analysed through thematic 
methodology with previous codification of the themes.  
 
 
Figure 3. The organisation of the proposed research. 
Part 1 
Multiple linear 
regression analysis  
Part 2 
Qualitative 
Predictor Variables 
 Per capita visits to 
family medicine units 
 
 Population per family 
medicine unit 
 
Predicted Variables 
 Per capita visits to 
secondary and tertiary 
services 
 Per capita visits to all 
inpatient treatment 
facilities 
 Average length of 
hospital stay 
 Per capita visits to 
emergency care stations 
Potential Confounders 
 Ratio of insurance coverage 
 Provision 
o Number of hospitals 
o Number of hospital beds 
per population 
o Number of emergency 
care stations 
 
Structured interview. Thematic analysis. Codification.  
Topic: Aspects Related with implementation FMP 
 Challenges in the referral process 
 Quality of training programme 
 Communication and relationship with the patient 
 Understanding of family medicine as a scientific discipline 
Covariates 
 Age 
 Urban / rural 
distribution 
 Female literacy ratio 
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5. Data Analysis 
As described in the section on project design, the study consists of two parts.  
Part 1 will be a longitudinal ecological analysis from 2008 to 2013. The unit of 
analysis will be NUTS-1. There are different stages in the analysis:  
- Correlations between the previously explained variables in each NUTS-1 
and year and measurement of means for each variable to calculate 
correlations at country level.  
- Comparison of each correlation in different NUTS-1 the same year, and 
over time per NUTS-1 and country.  
- Prediction of the association of per capita visits to family medicine units 
and population per family medicine unit with per capita visits to all 
inpatient treatment facilities, per capita visits to secondary and tertiary 
health care, per capital hospital visits and per capita number of cases in 
emergency care stations independently. The calculations will be made with 
the SPSS statistics package.   
Part 2 will be a qualitative study of the content obtained after structured 
interviews. It will be analysed with thematic methodology after codification of the 
themes.   
6. Anticipated Outcomes 
It could be expected that an increase in the per capita visits to family medicine unit 
would be indirectly associated with the per capita visits to all inpatient treatment 
facilities, per capital visits to secondary and tertiary services and per capital visits 
to emergency care stations (Starfield, 2001; Dawes, 2014). This relation could be 
stronger in NUTS-1 with higher or earlier implementation of FMP. There could be 
a direct relation between per capita visits to family medicine unit and female 
literacy ratio.   
Different outcomes could be attributable to some of the challenges that would have 
been explored in the qualitative part of this study, such as the problems with 
referral from primary health care services to the rest of services (Öcek, et al., 2014) 
(Tatar, et al., 2011) and the quality of the training and performance of the family 
physicians (Öcek, et al., 2014). They could be likely attributable to the limitations 
of the study design and use of aggregate data that prevent the proper control of 
confounder variables.  
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TRINITY COLLEGE DUBLIN 
CENTRE FOR GLOBAL HEALTH 
Research study: 
FAMILY MEDICINE FOR UNIVERSAL HEALTH COVERAGE: 
THE CASE OF THE TURKISH HEALTH TRANSFORMATION 
PROGRAMME 
Principal investigador: Ana Belen Espinosa; Supervisor: Charles Normand 
 
Participant Information Leaflet 
 
You are invited to take part in a research study. The study is being conducted as a part of 
the Master Programme in Global Health at the Centre for Global Health in Trinity College 
Dublin. However, before you decide to participate and sign the consent form, it could be 
very beneficial for you to read some information about the study and what it could involve 
for you. Please, do not hesitate to ask for more information at any time by contacting the 
researcher using the contact details provided at the end of this leaflet.  
What is the purpose of the study? 
The main purpose of this study is to provide an overview of the Turkish Family Medicine 
Programme initiated in 2005 as a part of the Health Transformation Programme that 
Turkey has been undergoing since 2003. In order to do that, this study will consist of two 
parts. The first part will aim to give quantitative information about the relation between 
the utilisation of the family medicine service and the utilisation of the secondary and 
tertiary services. In this part, secondary data publicly available will be used. The second 
part will entail the realisation of interviews with family medicine academicians and family 
physicians in order to get an understanding about the main difficulties and challenges 
encountered in the development of family medicine as both a scientific discipline and a 
healthcare service.  
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What would my participation involve? 
You participation would be really valuable in the second part of the research study. The 
interviews will be done from the 28th of April to 22nd of May, but each individual interview 
will not take more than an hour. The interview questions will be sent on to you beforehand 
and you will be able to choose the place and time for the interview1. The interviews can be 
either in English or Turkish, as you prefer. Audio will be recorded during the interview and 
the transcripts of the interviews will be sent to you for your review and the possibility of 
rewording before the analysis of the content.  
Are there any possible risks related with my participation in the research? 
The interview questions will be sent to you prior the interview, thus you will be aware of 
the subject that will be discussed. This is done to minimize the risks or discomfort that can 
come with unexpected questions. You are completely free to omit an answer for any of the 
questions and continue with the rest of the interview without giving any reasons. The 
analysis of the content of the interviews will be done anonymously in such a way that will 
make it impossible to identify explicitly the person the content belongs to in the results of 
the qualitative analysis.  
What are the possible benefits? 
You can enjoy the discussion of a field you know about and you will have a possibility to 
give your opinion about the topic. Your contribution will be very valuable for the analysis 
of the family medicine programme and it will be basis for further research in the future.  
Would my participation be kept confidential and my data anonymous?  
Yes, all participants will be provided with a code that will substitute their personal data in 
the original documents. The consent forms with your data will be kept in a safe location. 
For electronic documents, such as the interview recordings, transcripts and emails 
exchanged, encryption tools2 will be used that will make it sure that these can only be 
accessed via a password by the researcher. 
What would happen if I wanted to withdraw from the study? 
You can withdraw from the study at any time you wish. You can also request the 
information you provided during the study after its completion, if you decide not to take 
part in it afterwards. This participation is completely voluntary and there will not be any 
                                                     
1 Please, note that for arranging the specific date, other participants’ appointments would also be taken into 
account. Nevertheless, your preference would be respected as much as possible.  
2 GPG encryption tools (https://gnupg.org/). 
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negative repercussions for you if you decide not to participate. Moreover, you would be 
also informed about any findings arising from the study that could affect your willingness 
to keep taking part in it.  
What would happen with my information when the study finishes? 
The policy on Good Research Practice in Trinity College Dublin states that the data 
generated during the course of a research should be safely kept for at least ten years after 
the completion of the study. The publication or dissemination of the results do not exempt 
the researcher from this obligation. The college will be responsible for keeping this data in 
the college facilities.  
Who has reviewed this study? 
This study has been reviewed by the Health Policy & Management / Centre for Global Health 
Research Ethics Committee, Trinity College Dublin.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Should you request additional information, please use the 
contact details below: 
 
Ana Belen Espinosa  
espinoab@tcd.ie 
 
Phone number: (+353) 89 438 11 78 
 
Address:  
8 Frederick Street North 
Dublin 1 
Ireland 
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INFORMED CONSENT FORM 
 
PROJECT TITLE:  
Family Medicine for Universal Health Coverage: The case of the Turkish Health 
Transformation Programme 
 
PRINCIPAL INVESTIGATOR AND DATA CONTROLLER:  
Ana Belén Espinosa, Centre for Global Health, Trinity College Dublin, Ireland 
 
BACKGROUND:  
The purpose of this study is to provide an overview of the Family Medicine Programme 
implemented in Turkey in 2005 as a part of the Health Transformation Programme (2003–
2013). In order to do that, the study will consist of a quantitative assessment of the 
association of the utilisation of the Family Medicine Service with the secondary and tertiary 
services and a qualitative evaluation of the difficulties and challenges encountered by 
family medicine academicians and family physicians in the implementation of the family 
medicine as an academic discipline and health care service.  
 
PARTICIPANT’S DECLARATION: 
I have read, or had read to me, the information leaflet for this project and I understand the 
contents. I have had the opportunity to ask questions and all my questions have been 
answered to my satisfaction. I freely and voluntarily agree to be part of this research study, 
though without prejudice to my legal and ethical rights. I understand that I may withdraw 
from the study at any time and I have received a copy of this agreement.  
In addition to this, it has been explained to me that I have the right to 
 remove all the information provided, included the transcripts of the interview 
after the study if I decide I do not want to take part any more in it; 
 have the transcripts and reword the information provided after the interview and 
before the analysis of the content; 
 have the interview questions before the interview; 
 have all my personal data, including the interview and transcript, to be kept safe 
and anonymous from people outside the research; and 
I also agree to the following (ticked as appropriate): 
□ Possible publication of the results of this study. 
□ Possible use of these results in further studies by the same researcher. 
 
PARTICIPANT'S NAME: ………………………………………………………….. 
CONTACT DETAILS: ………………………………..…………………………….. 
PARTICIPANT'S SIGNATURE: ……………..…………………………………….. 
DATE: ………………………….. 
 
STATEMENT OF INVESTIGATOR'S RESPONSIBILITY:  
I have explained the nature and purpose of this research study, the procedures to be 
undertaken and any risks that may be involved. I have offered to answer any questions and 
fully answered such questions. I believe that the participant understands my explanation 
and has freely given informed consent. 
 
INVESTIGATOR’S SIGNATURE: …………………………  DATE: ………………….. 
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Research study: 
FAMILY MEDICINE FOR UNIVERSAL HEALTH COVERAGE: 
THE CASE OF THE TURKISH HEALTH TRANSFORMATION 
PROGRAMME 
Principal investigador: Ana Belen Espinosa; Supervisor: Professor Charles Normand 
 
ACADEMICIANS SEMI-STRUCTURED INTERVIEW (40-50 minutes length) 
Could you please tell me:  
1.  Have there been any the modifications in the Family Medicine (FM) training programme 
aligned with the general expectations and performance indicators introduced with Family 
Medicine Programme (FMP) in Turkey? Who is the supervisor/trainer of this family 
physicians/general practitioners? 
2. What are the subjects introduced in the 10 years training for general practitioners to 
become family physicians? -did it cover managerial skills/leadership...resources 
management?? The second phase- on-line? The assumed family physicians 6 years part 
time training? 
3. In your opinion, what would you have done with the physicians that were already 
working in the system if you want to implement family medicine centre primary health 
care service? How will you reallocate the personnel?  
4. Who are the trainers and how they were selected? (Personal merits…?) 
5. How long do you think the situation of voluntary family medicine 
training/specialization in order to work in primary care service will last? When do you 
think it will be compulsory to have family medicine speciality in order to work? Do you 
know what will happen with physicians that did not join the programme? 
6. Do you think it has been an improvement regarding health statues and primary 
healthcare service healthcare according to its characteristics of comprehensiveness, 
longitudinally, first point of access, coordinated healthcare? 
7. What is the opinion of the general population about the primary healthcare service? Has 
there been any improvement regarding the attitudes towards primary healthcare service 
improvement? 
 
Name:                                                                                 Age: 
 
Place/s of work:                                                               Position/s: 
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8. Which are the best point or interventions of the family medicine programme? 
9. Which are the worst points or things of the family medicine programme? 
10. How do you think the patient-registration list have influenced in the FM? and 
workload? 
11. How have the role of manager of healthcare facilities influenced in their work? 
12. How the performance indicators related to payment supplements have influenced? 
Valuable but not fair to other. Are the performance indicators selected according to 
evidence-based healthcare/negative performances, no supportive supervision, 
community healthcare centres supervision…do you think it will last?? Are they 
planning to introduce more performance indicators? 
13. What is the main reason for the increase in workload of family physicians? 
14. Could you please tell me which conditions should be in place to implement the referral 
system required for the gatekeeping function of the primary health care service? 
15. Which reforms would you have introduced (instead of those within the FMP) to improve 
the primary health care service in Turkey? 
 
Thank you for your time and collaboration. 
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FAMILY PHYSICIANS SEMI-STRUCTURED INTERVIEW (40-50 minutes length) 
Could you please tell me, focusing on the changes of the transformation programme:  
1. In your opinion, which are the positive points of the family medicine programme? (for 
the populations and physicians) 
2. Which are the negative points of the family medicine programme? (for populations and 
physicians) 
3.  
A: Could you tell me the subjects included in the 10 days adaptation programme for becoming 
a family physician?  
A: And the contents or modules in the second phase one year training? 
B: Did you take part in the design of this adaptation programme or as a trainer? 
4. After the training programme, which are the mechanisms in place to ensure and stimulate 
the continuous medical education of the family physicians? 
 
Name:                                                                                 Age: 
 
Place/s of work:                                                               Qualifications:  
 
Type of health centre: 
 
Length of professional experience:                               
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5.  
A: How has the training programme improved your clinical practice and communication 
skills with the patient? 
A: How has it impacted in your self-confidence and the trust of your patients? 
B: During the three years training programme, how much contact did you have with family 
medicine practice and primary health care service? Any rotations or trainers/supervisors? 
B: How did the training programme cover communications skills, public and community 
medicine, management of patient with multiple chronic diseases?  
6. How often do you use standardized clinical guidelines to support your practice?  
7. Do you think your workload increased after the implementation of the FMP? Why? 
8. In 2007, family medicine service was made free of charge within the universal health 
coverage framework, do you think it can account for the increase in the workload? 
9. After the FMP, have you become responsible for the performance indicators of the family 
medicine unit? Do you think it can account for the increase in the workload? How many 
people work in your family medicine unit? 
10. If you are working in a private centre, are you responsible for managing the health 
facility? Do you think private ownership can have an impact on the clinical practice and 
increase in workload?  
11. Do you think that Turkish population have better attitudes and acceptance towards family 
medicine after the reforms?  
12. What are the mechanisms that should be in place or the conditions that are necessary for 
the implementation of the referral system?  
13. The compulsory referral system was introduced and then abolished. Which was the main 
cause of its failure? Why? 
14. Do you think the implementation of the referral chain will improve the family medicine 
functions of first contact, comprehensiveness, coordination and continuity of health care 
delivered in primary health care service? 
 
Thank you for your time and collaboration. 
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[The following is an excerpt from the meeting agenda, dated 13 April 2015, of the Clinical Research 
Ethics Committee, Faculty of Medicine, Ankara University, showing the committee’s decision about the 
ethics application. The original document can be accessed online: 
http://etikkurul.medicine.ankara.edu.tr/files/2013/08/13Nisan2015.doc] 
 
ANKARA ÜNİVERSİTESİ 
KLİNİK ARAŞTIRMALAR ETİK KURULU 
TOPLANTI GÜNDEMİ 
     6   
                     13 NİSAN 
2015 
1)Fakültemiz Tıbbi Patoloji Anabilim Dalı öğretim üyelerinden Prof.Dr.Arzu ENSARİ’nin 
sorumluluğunda yürütülcek olan “Mide Karsinomlarında PD-1 ve PD-L1 Ekspresyonunun 
Prognostik Parametreler ve Sağkalımla İlişkisi” başlıklı çalışma dosyası  
Uygun 
2)Fakültemiz Çocuk Sağlığı ve Hastalıkları Anabilim Dalı öğretim üyelerinden Prof.Dr.Zarife 
KULOĞLU’nun sorumluluğunda yürütülecek olan “İnflamatuar Bağırsak Hastalığı olan 
Çocuklarda Büyümenin Değerlendirilmesi” başlıklı çalışma dosyası  
Düzeltme 
3)Fakültemiz Çocuk Sağlığı ve Hastalıkları Anabilim Dalı öğretim üyelerinden Doç.Dr.Serap 
TEBER’in sorumluluğunda yürütülecek olan “Primer Baş Ağrısı (Gerilim Tipi ve Migren) ile 
Başvuran Hastalarda Fonksiyonel Gastrointestinal Bozuklukların Araştırılması” başlıklı anket 
çalışma dosyası   
Uygun 
4)Fakültemiz Kardiyoloji Anabilim Dalı öğretim üyelerinden Prof.Dr.Sibel TURHAN’ın 
sorumluluğunda yürütülecek olan “İskemik mitral yetmezliğinde 3 boyutlu ekokardiyografik 
değerlendirmenin rolü ve prognostik önemi” başlıklı çalışma dosyası  
Uygun 
5)Fakültemiz Ruh Sağlığı ve Hastalıkları Anabilim Dalı öğretim üyelerinden Prof.Dr.Halise 
DEVRİMCİ ÖZGÜVEN’in sorumluluğu yürütülecek olan “Sağlıklı bireylerde karar verme 
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süreçlerinde etkili olan kortikal aktivite paternlerinin FNIRS ile değerlendirilmesi” başlıklı 
çalışma dosyası  
Düzeltme 
6)Fakültemiz Tıbbi Biyokimya Anabilim Dalı öğretim üyelerinden Prof.Dr.Aslıhan AVCI’nın 
sorumluluğunda yürütülecek olan “Diabetes mellitus tanı ve izleminde kullanılan HbA1c 
parametresi ölçümünde HPLC sistemi ile yeni geliştirilen immünassay temelli hasta başı test 
sisteminin karşılaştırılması” başlıklı çalışma dosyası  
Uygun 
7)Dublin Trinity Üniversitesi Edward Kennedy Kürsüsü Sağlık Politikası ve Yönetimi Bölümü 
öğretim üyesi Prof.Charles NORMAND’ın sorumluluğunda yürütülecek olan “Evrensel Sağlık 
Güvencesi için Aile Hekimliği: Türk Sağlık Sistemi Reformu” başlıklı çalışma dosyası   
Etik izne gerek yoktur. 
[ 7) Research supervised by Dublin Trinity College Edward Kennedy Chair in Health Policy and 
Management Prof. Charles NORMAND, titled “Family Medicine for Universal Health 
Coverage: The Case of the Health Transformation Programme in Turkey” 
Ethical approval is not needed. ] 
8)Fakültemiz Fizyoloji Anabilim Dalı öğretim üyelerinden Prof.Dr.Metehan ÇİÇEK’in 
sorumluluğunda yürütülecek olan “Zaman algısı nöral ağının alt parçalarının işlevsel manyetik 
rezonans görüntüleme ile ayırt edilmesi” balıklı çalışma dosyası    
Uygun 
9)Fakültemiz Nöroloji Anabilim Dalı öğretim üyelerinden Prof.Dr.Canan YÜCESAN’ın 
sorumluluğunda yürütülecek olan “Nörobehçet hastalığının yaşam kalitesi üzerine etkisi” başlıklı 
çalışma dosyası    
Düzeltme 
10)Fakültemiz Nöroloji Anabilim Dalı öğretim üyelerinden Prof.Dr.Canan YÜCESAN’ın 
sorumluluğunda yürütülecek olan “Nöro-behçet hastalığı ve huzursuz bacak sendromu” başlıklı 
çalışma dosyası  
Düzeltme 
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B. QUANTITATIVE ANALYSIS 
Table B.1: Nomenclature of Territorial Units for Statistics (NUTS) regions of Turkey (Eurostat, 2014). 
NUTS-1 NUTS-2 NUTS-3 
İstanbul Region (TR1) İstanbul Subregion (TR10) İstanbul Province (TR100) 
West Marmara Region (TR2) Tekirdağ Subregion (TR21) Tekirdağ Province (TR211) 
Edirne Province (TR212) 
Kırklareli Province (TR213) 
Balıkesir Subregion (TR22) Balıkesir Province (TR221) 
Çanakkale Province (TR222) 
Aegean Region (TR3) İzmir Subregion (TR31) İzmir Province (TR310) 
Aydın Subregion (TR32) Aydın Province (TR321) 
Denizli Province (TR322) 
Muğla Province (TR323) 
Manisa Subregion (TR33) Manisa Province (TR331) 
Afyonkarahisar Province (TR332) 
Kütahya Province (TR333) 
Uşak Province (TR334) 
East Marmara Region (TR4) Bursa Subregion (TR41) Bursa Province (TR411) 
Eskişehir Province (TR412) 
Bilecik Province (TR413) 
Kocaeli Subregion (TR42) Kocaeli Province (TR421) 
Sakarya Province (TR422) 
Düzce Province (TR423) 
Bolu Province (TR424) 
Yalova Province (TR425) 
West Anatolia Region (TR5) Ankara Subregion (TR51) Ankara Province (TR511) 
Konya Subregion (TR52) Konya Province (TR521) 
Karaman Province (TR522) 
Mediterranean Region (TR6) Antalya Subregion (TR61) Antalya Province (TR611) 
Isparta Province (TR612) 
Burdur Province (TR613) 
Adana Subregion (TR62) Adana Province (TR621) 
Mersin Province (TR622) 
Hatay Subregion (TR63) Hatay Province (TR631) 
Kahramanmaraş Province (TR632) 
Osmaniye Province (TR633) 
Central Anatolia Region (TR7) Kırıkkale Subregion (TR71) Kırıkkale Province (TR711) 
Aksaray Province (TR712) 
Niğde Province (TR713) 
Nevşehir Province (TR714) 
Kırşehir Province (TR715) 
Kayseri Subregion (TR72) Kayseri Province (TR721) 
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Sivas Province (TR722) 
Yozgat Province (TR723) 
West Black Sea Region (TR8) Zonguldak Subregion (TR81) Zonguldak Province (TR811) 
Karabük Province (TR812) 
Bartın Province (TR813) 
Kastamonu Subregion (TR82) Kastamonu Province (TR821) 
Çankırı Province (TR822) 
Sinop Province (TR823) 
Samsun Subregion (TR83) Samsun Province (TR831) 
Tokat Province (TR832) 
Çorum Province (TR833) 
Amasya Province (TR834) 
East Black Sea Region (TR9) Trabzon Subregion (TR90) Trabzon Province (TR901) 
Ordu Province (TR902) 
Giresun Province (TR903) 
Rize Province (TR904) 
Artvin Province (TR905) 
Gümüşhane Province (TR906) 
Northeast Anatolia Region (TRA)  Erzurum Subregion (TRA1) Erzurum Province (TRA11) 
Erzincan Province (TRA12) 
Bayburt Province (TRA13) 
Ağrı Subregion (TRA2) Ağrı Province (TRA21) 
Kars Province (TRA22) 
Iğdır Province (TRA23) 
Ardahan Province (TRA24) 
Central East Anatolia Region (TRB) Malatya Subregion (TRB1) Malatya Province (TRB11) 
Elazığ Province (TRB12) 
Bingöl Province (TRB13) 
Dersim Province (TRB14) 
Van Subregion (TRB2) Van Province (TRB21) 
Muş Province (TRB22) 
Bitlis Province (TRB23) 
Hakkâri Province (TRB24) 
Southeast Anatolia Region (TRC) Gaziantep Subregion (TRC1) Gaziantep Province (TRC11) 
Adıyaman Province (TRC12) 
Kilis Province (TRC13) 
Şanlıurfa Subregion (TRC2) Şanlıurfa Province (TRC21) 
Diyarbakır Province (TRC22) 
Mardin Subregion (TRC3) Mardin Province (TRC31) 
Batman Province (TRC32) 
Şırnak Province (TRC33) 
Siirt Province (TRC34) 
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Table B.2: 2008 multiple regression. 
   
Model R 
R 
Square 
Adjusted 
R 
Square 
Change Statistics   ANOVA  
R 
Square 
Change 
F 
Change 
Sig. F 
Change F Sig. 
1 .864a .747 .691 .747 13.305 .002 13.305 .002b 
2 .902b .814 .744 .066 2.844 .130 11.635 .003c 
a. Predictors: (Constant), Gini coefficient, Over 65 year old population (%)   
b. Predictors: (Constant), addition of "Per capita visits to PHC facilities"   
c. Dependent Variable: Per Capita visits to Hospitals by NUTS-1, all sectors   
 
Table B.3: 2008 coefficients. 
 
 
 
 
Standardiz
ed 
Coefficient
s
B Std. Error Beta Zero-order Partial Part Tolerance VIF
(Constant)
2.422 1.224 .079
Over 65 
year old 
population 
.182 .040 .883 .001 .864 .832 .755 .730 1.370
Gini 
coefficient 
.530 2.775 .037 .853 -.422 .063 .032 .730 1.370
(Constant)
3.393 1.255 .027
Over 65 
year old 
population 
.227 .045 1.102 .001 .864 .870 .762 .478 2.094
Gini 
coefficient 
-.852 2.658 -.060 .757 -.422 -.113 -.049 .660 1.514
Per capita 
visits to  
PHC 
facilities 
-.326 .193 -.382 .130 .429 -.512 -.257 .454 2.203
2
a. Dependent Variable: Per Capita visits to Hospitals by NUTS-1, all sectors
2008 Coefficients
a
Model
Unstandardized 
Coefficients
Sig.
Correlations Collinearity Statistics
1
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Table B.4: 2008 multiple regression. 
 
Table B.5: 2008 coefficients. 
 
 
 
 
  
 
 
 
Figure B.15: 2008 regressions. 
ANOVA a
R Square 
Change F Change
Sig. F 
Change F Sig.
1 .864
a .746 .690 .746 13.215 .002 13.215 .002
b
2 .901
b .812 .741 .066 2.800 .133 11.505 .003
c
a. Predictors: (Constant), Gini coefficient, Over 65 year old population (%)
b. Predictors: (Constant), addition of "Per capita visits to PHC facilities"
c. Dependent Variable: Per capita visits to all inpatient treatment facilities
2008 Multiple regression
c
Model R R Square
Adjusted 
R Square
Change Statistics
Standardiz
ed 
Coefficient
s
B Std. Error Beta Zero-order Partial Part Tolerance VIF
(Constant)
2.431 1.223 .078
Over 65 
year-old 
population
.181 .040 .883 .002 .863 .831 .754 .730 1.370
Gini 
coefficient 
.535 2.774 .038 .851 -.421 .064 .032 .730 1.370
(Constant)
3.397 1.257 .027
Over 65 
year old 
population
.226 .046 1.101 .001 .863 .869 .761 .478 2.094
Gini 
coefficient 
-.838 2.662 -.059 .761 -.421 -.111 -.048 .660 1.514
Per capita 
visits to 
PHC 
facilities 
-.324 .193 -.381 .133 .429 -.509 -.257 .454 2.203
a. Dependent Variable: Per capita visits to all inpatient treatment facilities
2008 Coefficients
a
Model
Unstandardized 
Coefficients
Sig.
Correlations Collinearity Statistics
1
2
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Table B.6: 2009 multiple regression. 
 
Table B.7: 2009 coefficients. 
 
 
 
 
 
 
 
 
ANOVA a
R Square 
Change F Change
Sig. F 
Change F Sig.
1 .871
a .758 .705 .758 14.130 .002 14.130 .002
b
2 .913
b .834 .771 .075 3.618 .094 13.366 .002
c
a. Predictors: (Constant), Over 65 year old population, Gini coefficient
b. Predictors: (Constant), addition of "Per capita visits to PHC facilities"
c. Dependent Variable: Per Capita visits to Hospitals by NUTS-1, all sectors
2009 Multiple refression
c
Model R R Square
Adjusted 
R Square
Change Statistics
Standardiz
ed 
Coefficient
s
B Std. Error Beta Zero-order Partial Part Tolerance VIF
(Constant)
1.180 1.833 .536
Gini 
coefficient 
4.235 4.184 .221 .338 -.440 .320 .166 .564 1.774
Over 65 
year old 
population 
.182 .040 1.001 .001 .855 .837 .751 .564 1.774
(Constant)
2.232 1.705 .227
Gini 
coefficient 
2.908 3.748 .152 .460 -.440 .265 .112 .544 1.838
Over 65 
year old 
population 
.226 .042 1.243 .001 .855 .886 .778 .391 2.556
Per capita 
visits to 
PHC 
facilities 
-.323 .170 -.401 .094 .405 -.558 -.274 .467 2.140
1
2
a. Dependent Variable: Per Capita visits to Hospitals by NUTS-1, all sectors
2009 Coefficients
a
Model
Unstandardized 
Coefficients
Sig.
Correlations Collinearity Statistics
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Table B.8: 2009 multiple regression. 
 
 
Table B.9: 2009 coefficients. 
 
 
ANOVAa
R Square 
Change F Change
Sig. F 
Change F Sig.
1 .870
a .758 .704 .758 14.077 .002 14.077 .002
b
2 .913
b .834 .772 .077 3.699 .091 13.432 .002
c
a. Predictors: (Constant), Over 65 year old population, Gini coefficient 
b. Predictors: (Constant), addition of "Per capita visits to PHC facilities"
c. Dependent Variable: Per capita number of visits to all inpatient treatments 
facilities
2009 Multiple regression
c
Model R R Square
Adjusted 
R Square
Change Statistics
Standardiz
ed 
Coefficient
s
B Std. Error Beta Zero-order Partial Part Tolerance VIF
(Constant)
1.152 1.827 .544
Gini 
coefficient 
4.324 4.170 .227 .327 -.436 .327 .170 .564 1.774
Over 65 
year old 
population 
.182 .040 1.003 .001 .854 .837 .753 .564 1.774
(Constant)
2.209 1.694 .228
Gini 
coefficient 
2.992 3.722 .157 .445 -.436 .273 .116 .544 1.838
Over 65 
year old 
population 
.226 .042 1.248 .001 .854 .887 .781 .391 2.556
Per capita 
visits to 
PHC 
facilities 
-.324 .169 -.405 .091 .402 -.562 -.277 .467 2.140
1
2
a. Dependent Variable: Per capita number of visits to all inpatient treatments facilities
Coefficients
a
Model
Unstandardized 
Coefficients
Sig.
Correlations Collinearity Statistics
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Figure B.2: 2009 regressions. 
Table B.10: 2011 multiple regression. 
 
Table B.11: 2011 coefficients. 
 
ANOVA a
R Square 
Change F Change
Sig. F 
Change F Sig.
1 .867
a .752 .697 .752 13.668 .002 13.668 .002
b
2 .895
b .801 .726 .049 1.949 .200 10.722 .004
c
a. Predictors: (Constant), Gini coefficient, Over 65 year old population 
b. Predictors: (Constant), addition of "Per capita visits to PHC facilities"
c. Dependent Variable: Per Capita visits to Hospitals by NUTS-1, all sectors
2011 Multiple regression
c
Model R R Square
Adjusted 
R Square
Change Statistics
Standardiz
ed 
Coefficient
s
B Std. Error Beta Zero-order Partial Part Tolerance VIF
(Constant)
3.713 1.529 .038
Gini 
coefficient 
-1.019 3.405 -.066 .772 -.604 -.099 -.050 .572 1.750
Over 65 
year old 
population
.169 .045 .823 .005 .866 .781 .622 .572 1.750
(Constant)
4.132 1.485 .024
Gini 
coefficient 
-1.251 3.243 -.081 .710 -.604 -.135 -.061 .570 1.754
Over 65 
year old 
population 
.200 .048 .970 .003 .866 .826 .655 .456 2.195
Per capita 
visits to 
PHC 
facilities
-.183 .131 -.271 .200 .324 -.443 -.220 .663 1.509
1
2
a. Dependent Variable: Per Capita visits to Hospitals by NUTS-1, all sectors
2011 Coefficients
a
Model
Unstandardized 
Coefficients
Sig.
Correlations Collinearity Statistics
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Table B.12: 2011 multiple regression. 
 
Table B.13: 2011 coefficients. 
 
 
 
 
 
 
 
 
Figure B.3: 2011 regressions. 
ANOVA a
R Square 
Change F Change
Sig. F 
Change F Sig.
1 .849
a .721 .659 .721 11.628 .003 11.628 .003
b
2 .855
b .731 .630 .010 .286 .607 7.233 .011
c
a. Predictors: (Constant), Gini coefficient, Over 65 year old population
b. Predictors: (Constant), addition of "Per capita visits to PHC facilities"
c. Dependent Variable: Per capita visits to a physician at secondary and tertiary 
facilities per NUTS-1, all sectors
2011 Multiple regression
c
Model R R Square
Adjusted 
R Square
Change Statistics
Standardiz
ed 
Coefficient
s
B Std. Error Beta Zero-order Partial Part Tolerance VIF
(Constant)
4.459 1.505 .016
Gini 
coefficient 
-1.670 3.350 -.116 .630 -.619 -.164 -.088 .572 1.750
Over 65 
years old 
population 
.147 .044 .769 .009 .845 .740 .581 .572 1.750
(Constant)
4.633 1.602 .020
Gini 
coefficient 
-1.766 3.496 -.123 .627 -.619 -.176 -.093 .570 1.754
Over 65 
years old 
population 
.159 .052 .834 .015 .845 .735 .563 .456 2.195
Per capita 
visits to 
PHC 
facilities 
-.076 .141 -.121 .607 .413 -.186 -.098 .663 1.509
1
2
a. Dependent Variable: Per capita visits to a physician at secondary and tertiary facilities per NUTS-1, all sectors
2011 Coefficients
a
Model
Unstandardized 
Coefficients
Sig.
Correlations Collinearity Statistics
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Table B.14: 2012 multiple regression. 
 
 
Table B.15: 2012 coefficients. 
 
 
 
 
 
 
ANOVA a
R Square 
Change F Change
Sig. F 
Change F Sig.
1 .924
a .854 .822 .854 26.334 .000 26.334 .000
b
2 .945
b .893 .853 .039 2.892 .127 22.210 .000
c
a. Predictors: (Constant), Gini coefficient, Over 65 year old population
b. Predictors: (Constant), addition of "Per capita visits to PHC facilities"
c. Dependent Variable: Per capita visitis to hospitals per NUTS-1, all sectors
2012 Multiple regression
c
Model R R Square
Adjusted 
R Square
Change Statistics
Standardiz
ed 
Coefficient
s
B Std. Error Beta Zero-order Partial Part Tolerance VIF
(Constant)
5.255 1.379 .004
Gini 
coefficient 
-4.279 3.161 -.247 .209 -.770 -.411 -.172 .488 2.049
Over 65 
year old 
population
.142 .035 .731 .003 .908 .801 .511 .488 2.049
(Constant)
4.917 1.269 .005
Gini 
coefficient
-2.841 2.996 -.164 .371 -.770 -.318 -.110 .449 2.227
Over 65 
year old 
population
.180 .039 .927 .002 .908 .852 .532 .329 3.041
Per capita 
visits to 
PHC 
facilities
-.165 .097 -.247 .127 .306 -.515 -.197 .638 1.568
1
2
a. Dependent Variable: Per capita visitis to hospitals per NUTS-1, all sectors
2012 Coefficients
a
Model
Unstandardized 
Coefficients
Sig.
Correlations Collinearity Statistics
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Table B.16: 2012 multiple regression. 
 
Table B.17: 2012 coefficients. 
 
 
 
 
 
 
 
 
 
Figure B.4: 2012 regressions. 
ANOVA a
R Square 
Change F Change
Sig. F 
Change F Sig.
1 .867
a .752 .697 .752 13.645 .002 13.645 .002
b
2 .869
b .755 .663 .003 .106 .753 8.229 .008
c
a. Predictors: (Constant), Gini coefficient, Over 65 year old population
b. Predictors: (Constant), addition of "Per capita visits to PHC facilities"
c. Dependent Variable: Per capita visits to secondary and tertiary services
2012 Multiple regression
c
Model R R Square
Adjusted 
R Square
Change Statistics
Standardiz
ed 
Coefficient
s
B Std. Error Beta Zero-order Partial Part Tolerance VIF
(Constant)
6.800 1.474 .001
Gini 
coefficient 
-6.176 3.379 -.434 .101 -.793 -.520 -.303 .488 2.049
Over 65 
year old 
population 
.080 .038 .502 .064 .812 .575 .350 .488 2.049
(Constant)
6.880 1.572 .002
Gini 
coefficient 
-6.517 3.712 -.458 .117 -.793 -.527 -.307 .449 2.227
Over 65 
year old 
population 
.071 .048 .445 .183 .812 .458 .255 .329 3.041
Per capita 
visits to 
PHC 
facilities
.039 .120 .071 .753 .424 .114 .057 .638 1.568
1
2
a. Dependent Variable: Per capita visits to secondary and tertiary services per NUTS-1, all sectors
2012 Coefficients
a
Model
Unstandardized 
Coefficients
Sig.
Correlations Collinearity Statistics
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Table B.18: 2013 multiple regression. 
 
 
Table B.19: 2013 coefficients. 
 
Table B.20: 2013 multiple regression. 
 
 
ANOVA a
R Square 
Change F Change
Sig. F 
Change F Sig.
1 .904
a .818 .777 .818 20.178 .000 20.178 .000
b
2 .905
b .819 .751 .001 .048 .831 12.046 .002
c
a. Predictors: (Constant), Gini coefficient, Over 65 year old population
b. Predictors: (Constant), addition of "Per capita visits to PHC facilities"
c. Dependent Variable: Per Capita visits to Hospitals by NUTS-1, all sectors
2013 Multiple regression
c
Model R R Square
Adjusted 
R Square
Change Statistics
Standardiz
ed 
Coefficient
s
B Std. Error Beta Zero-order Partial Part Tolerance VIF
(Constant)
3.367 1.366 .036
Gini 
coefficient 
.659 3.063 .045 .835 -.640 .072 .031 .465 2.151
Over 65 
year old 
population 
.175 .039 .937 .002 .904 .831 .639 .465 2.151
(Constant)
3.409 1.457 .047
Gini 
coefficient 
.695 3.243 .047 .836 -.640 .076 .032 .464 2.157
Over 65 
year old 
population 
.180 .047 .963 .005 .904 .804 .576 .357 2.801
Per capita 
visits to 
PHC 
facilities 
-.034 .156 -.041 .831 .517 -.078 -.033 .639 1.566
1
2
a. Dependent Variable: Per Capita visits to Hospitals by NUTS-1, all sectors
2013 Coefficients
a
Model
Unstandardized 
Coefficients
Sig.
Correlations Collinearity Statistics
ANOVA a
R Square 
Change F Change
Sig. F 
Change F Sig.
1 .709
a .502 .391 .502 4.539 .043 4.539 .043
b
2 .713
b .508 .323 .006 .095 .766 2.753 .112
c
a. Predictors: (Constant), Gini coefficient, Over 65 year old population
b. Predictors: (Constant), addition of "Per capita visits to PHC facilities"
c. Dependent Variable: Per capita visits to secondary and tertiary facilities
2013 Multiple regression
c
Model R R Square
Adjusted 
R Square
Change Statistics
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Table B.21: 2013 coefficients. 
 
 
 
Figure B.5: 2013 regressions. 
 
 
 
Standardiz
ed 
Coefficient
s
B Std. Error Beta Zero-order Partial Part Tolerance VIF
(Constant)
4.369 1.782 .037
Gini 
coefficient 
.346 3.994 .030 .933 -.504 .029 .020 .465 2.151
Over 65 
year old 
population
.108 .051 .730 .063 .708 .576 .498 .465 2.151
(Constant)
4.293 1.895 .053
Gini 
coefficient 
.279 4.217 .024 .949 -.504 .023 .016 .464 2.157
Over 65 
year old 
population 
.099 .061 .669 .146 .708 .495 .400 .357 2.801
Per capita 
visits to 
PHC 
facilities 
.062 .203 .095 .766 .487 .108 .076 .639 1.566
1
2
a. Dependent Variable: Per capita visits to a physician at secondary and tertiary facilities per NUTS-1, all sectors
2013 Coefficients
a
Model
Unstandardized 
Coefficients
Sig.
Correlations Collinearity Statistics
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C. QUALITATIVE ANALYSIS 
CODE INDEX: REFINED CODES FROM IN-VIVO CODES 
FAMILY PHYSICIANS TRANSCRIPTS 
 
Education and adaptation training of family physicians 
001: Adaptation programme not useful and not regulated: not related to FM core competences 
002: Lack of primary care experience of physicians and trainers: they came from different 
branches 
003: Lack of planning and information to health workers: many changes in short time without 
informing health workers 
004: Political training: not focused in improving the training but political aims 
005: Useful adaptation programme: the content was adequate for the objective  
Process of healthcare delivery 
Referral chain 
006: (Referral chain) it is not working right now 
007: (Referral chain) it is important 
008: Because of the number of patients (limitation) 
009: Doctors don’t like referral system (limitation) 
010: Because population don’t like referral system (limitation) 
011: Political decision (they don’t want to lose votes) (limitation) 
012: Hospital specialists’ opposition (limitation) 
013: No communication between primary with secondary and tertiary services (limitation) 
Workload 
014: Everything is expected from the doctors (before the programme the tasks were shared) 
015: High number of patients 
016: Ownership of the facilities 
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017: Performance indicators monitoring 
018: Systematic work (due to performance indicators, it helps. This code is opposite to 017) 
019: Ambiguous job description  
020: Administrative tasks 
021: Lack of organisational justice: distributive due to negative performance payments 
022: Extra duties in emergency department  
 Population attitudes 
023: They are satisfied (with the primary healthcare service after the family medicine programme) 
024: Misuse of health services prompted by the government (market model) 
025: High expectations and demanding attitude (health service consumers)  
026: Patients’ rights over doctors’ rights 
027: Lack of respect for health professionals 
028: Unknowledgeable about primary care service (They don’t know the PHC skills and 
aptitudes) 
029: Increased trust on primary care doctors after the FMP 
 General appreciation of the Family Medicine Programme 
Healthcare delivery 
030: Increased satisfaction of FM specialists (neglected primary care service before the FMP) 
031: Lack of support from the government (to deal with problems after the implementation) 
032: Lack of organisational justice (distributive, at three levels: hospital-primary care physicians; 
family physicians-community health centres; FPs specialists-unspecialised FPs) 
033: General implement of healthcare  
034: Person-centred rather community based healthcare 
035: Increased accessibility 
036: Increased continuity 
037: Continuity is the same (code opposite to 036) 
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038: Lack of job flexibility (FPs have performance targets and other imposed functions, it prevent 
from development of ideal family medicine role) 
039: Quality has not improved (not included in performance target) 
040: Systematic work (performance and obligatory screening programmes, it improves 
healthcare. Code opposite to 038) 
 
Best points 
041: Accessibility 
042: Continuity (doctor-patient relationship) 
043: Family physician income 
044: Self-employed status (they are their own boss and the facility is better equipped) 
045: Systematic work  
046: Acknowledgment of family medicine role in the health system 
047: Paediatric follow-up (it specially improved due to the performance-based payments) 
 
Worst points 
048: Lack of support from authorities 
049: Increased responsibilities and expectation from doctors 
050: Lack of planning and regulation of the programme 
051: Negative performance-based payments 
052: Loss of community-based primary healthcare 
053: Ambiguity of job 
054: Inflexible work schedule 
 
What could you have done…? 
055: Appropriate planning before and during implementation (in all stakeholders, population and 
workforce necessary) 
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056: Public ownership of the healthcare facilities 
057: Positive performance 
058: Delimit scope of practice of family physicians 
059: Community based primary healthcare 
060: Structured referral system 
061: Family medicine stakeholders’ involvement in decision and implementation of health 
policies regarding PHC. 
062: Integration of primary healthcare service (public health centres and family health centres 
integrated under the same income and work conditions) 
 
ACADEMCIANS TRANSCRIPTS   
Education and training of family physicians 
Changes in the training programme 
001: Lack of planning of family physicians training 
002: Inclusion of primary care rotation in FM specialisation programme curriculum 
003: Lack of provision of enough infrastructure for primary care field training by government 
004: Hospital-based medical and family medicine education (disease oriented paradigm of 
healthcare, there is no enhancement of family medicine discipline and primary care functions) 
Adaptation programme for general practitioners 
005: Very short and fast implemented 
006: Adaptation training unsuccessful (due to poor design, lack of regulation and high workload 
of family physicians) 
007: Deficient family medicine stakeholders’ involvement (in the design and evaluation of the 
adaptation training programme) 
008: Quality of healthcare affected (inadequate training and competences) 
009: Lack of organisational justice (distributive, because FM specialists think that general 
practitioners should have the same title with them; procedural, because they (family physicians) 
don’t know how the design and trainers were selected) 
108 
 
Competences for clinical practice after the adaptation training 
010 Uncertainty about the quality of healthcare after the programme  
011: Adaptation training programme was deficient 
012: New family physicians unexperienced in family medicine (physicians from other specialities 
joined the family medicine programme to work in primary care) 
013: Experience of practitioners already working in primary care service before the FMP 
(disconfirming evidence) 
014: Demanding work and inflexible schedule are limitations for improving competences 
Attitudes to 6 years part time specialisation programme 
015: Demanding work and inflexible schedule is a limitation for training 
016: Double unequal standard in family medicine education (two different paths to obtain the 
specialisation in family medicine) 
017: Both programmes are the same (code opposite to 016) 
018: Insufficient government stewardship in the definition and regulation 
019: Lack of family medicine stakeholders in the planning and implementation 
020: Lack of organisational justice (distributive, family medicine specialists don’t consider it is 
an equal fair way increase the primary care physician workforce) 
Outlook of compulsory training programme for working in PHC 
021: Lack of political commitment to specialised FM service  
022: Lack of medical graduates’ motivation to enrol the specialisation programme 
023: Alternative to FM discipline specialisation (academicians other alternative certification 
pathways to be entitled to work in the primary care service) 
024: European Union requirements  
 
Process of healthcare delivery 
Referral chain 
025: It is necessary for PHC efficiency 
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026: Lack of political commitment to implementation  
027: Lack of coordination between services  
028: Primary care physicians’ limitations for the implementation (training and high workload)  
029: Hospital financial interests  
030: Population limitations for the implementation  
Causes of workload 
031: Increased number of patients 
032: Ambiguity of FM role (there is no stability in the definition of their duties) 
033: Increased demand from the population 
034: Wide scope of practice of family medicine discipline 
035: Entrepreneur role/management of facility  
036: Strict performance monitoring 
037: Administrative duties 
  
Population attitudes 
038 Increased satisfaction 
039 Excessively demanding (overuse and misuse of health services) 
040 Disrespect towards PHC professionals 
041 Problems secondary to structural deficiencies of PHC (gaps in the primary care structure 
make population disregard of primary care service) 
 
 General appreciation of the family medicine programme  
Healthcare 
042: There is a lack of enough scientific evidence (to evaluate the impact of FMP in healthcare 
so far) 
043: It improved  
110 
 
044: It has not improved (code opposite to 043) 
045: Unequal healthcare according to socioeconomic statues  
046: Insufficient training of family physicians  
047: Incomplete criteria for healthcare monitoring  
048: Negative performance-based payments (it causes lack of distributive organisational justice 
as hospital physicians receive positive surplus per performance) 
Best points  
049: Continuity of healthcare 
050: Institutionalisation of family medicine as academic discipline (increase motivation) 
051: Increased income (increase motivation) 
052: Definition of scope of practice of family physicians  
053: Satisfaction of patients 
Worst points 
054: Lack of integration of family medicine in the system (family medicine stakeholders’ opinion 
overlooked; lack of political support in the difficulties encountered in the implementation) 
055: Lack of coordination between different health services (Including lack of referral system) 
056: Entrepreneur role of family physician 
057: Family physicians lost community responsibility  
058: Population lost their respect for doctors  
059: Quality of healthcare dismissed  
060: Lack of planning and preparation before the implementation of the FMP 
What would you have done…? 
061: Increasing the education of general population 
062: Appropriate planning before and during the implementation of the programme (workforce 
development; educational and healthcare delivery infrastructure; population) 
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063: Increasing the relevance of PHC in the health system (Inclusion of FM stakeholder in 
decisions regarding primary care; accreditation and recertification of family medicine speciality 
in PHC; medical education primary care oriented) 
064: Strengthening healthcare professional ethics 
065: Increasing integration of primary care service (integrate FM and community health centres) 
066: Referral chain (coordination between primary and secondary care services) 
067: Positive performance-based payments 
068: Community-based primary care service 
112 
 
Table C.1: Themes. 
FINAL THEMES  FAMILY PHYSICIANS 
INITIAL THEMES 
FAMILY PHYSICIANS: REFINED 
CATEGORIES 
FAMILY PHYSICIANS: REFINED CODES 
 
 
 
 
 
 
 
 
 
 
Planning the health 
reform 
 
 
 
 
Uncertainty about the 
quality of healthcare 
 
 
 
 
 
Political commitment 
for FM integration  
 
 
 
 
 
 
 
 
 
 
Lack of planning of the 
workforce before 
implementation: 102, 
106, 117, 119 
 
 
 
Lack of political 
commitment to 
integration of PHC 
service: 101, 103, 104, 
106, 111, 120 
 
 
 
Uncertainty about the 
quality of training of 
FPs: 100 
 
EDUCATION 
 
100 Political training: 004 
 
101 Lack of FM stakeholders in 
programme: 001, 002 
 
102 Lack of PHC workforce 
development planning: 003 
 
 
 
 
 
EDUCATION 
 
001: Adaptation programme not useful and not regulated: not 
related to FM core competences 
002: Lack of primary care experience of physicians and trainers: 
they came from different branches 
003: Lack of planning and information to health workers: many 
changes in short time without informing health workers 
004: Political training: not focused in improving the training but 
political aims 
005: Useful adaptation programme: the content was adequate 
for the objective  
 
PROCESS  
 
103 No political commitment to 
referral system implementation: 
011, 013 
 
104 Population’s negative attitudes 
to PHC: 010 
 
105 Unequal payment system for 
hospital and PHC: 009, 012 
 
PROCESS 
 
006: (Referral chain) it is not working right now 
007: (Referral chain) it is important 
008: Because of the number of patients (limitation) 
009: Doctors don’t like referral system (limitation) 
010: Because population don’t like referral system (limitation) 
011: Political decision (they don’t want to lose votes)(limitation) 
012: Hospital specialists’ opposition (limitation) 
013: No communication between primary with secondary and 
tertiary services (limitation) 
014: Everything is expected from the doctors (before the 
programme the tasks were shared) 
113 
 
 
 
 
Organisation justice  
 
 
 
 
 
 
Market model 
mechanism  
 
 
 
 
 
 
 
Education and ethical 
values 
 
 
 
 
Institutionalisation of 
FM discipline in the 
health system 106, 
113, 114, 117 
 
 
 
Inequalities in health 
workers payment 
system (105,  
 
 
 
Lack of organisational 
justice: 105, 108, 109, 
116, 121 
 
 
Market model health 
service: 107, 111, 114, 
118, 122 
 
 
 
Increased satisfaction 
with health service: 
110 
 
 
106 Medical causes of FPs’ 
workload (patients, wide scope 
practice) 008, 014, 015 
 
107 Non-medical causes of FPs’ 
workload: 014, 016, 017, 020 
 
108 Ambiguity in FM scope of 
practice definition: 019, 022 
 
109 Lack of organisational justice 
(distributive, negative 
performance): 014, 021 
015: High number of patients 
016: Ownership of the facilities 
017: Performance indicators monitoring 
018: Systematic work (due to performance indicators, it helps. 
This code is opposite to 017) 
019: Ambiguous job description  
020: Administrative tasks 
021: Lack of organisational justice: distributive due to negative 
performance payments 
022: Extra duties in emergency department  
 
POPULATION  
 
110 Increased satisfaction: 023, 
029 
 
111 Population attitudes’ 
secondary to government attitudes 
towards PHC: 024, 025, 027, 026, 
028 
 
112 Lack of education in general 
education: 025, 027 
 
POPULATION 
 
023: They are satisfied (with the primary healthcare service after 
the family medicine programme) 
024: Misuse of health services prompted by the government 
(market model) 
025: High expectations and demanding attitude (health service 
consumers)  
026: Patients’ rights over doctors’ rights 
027: Lack of respect for health professionals 
028: Unknowledgeable about primary care service (They don’t 
know the PHC skills and aptitudes) 
029: Increased trust on primary care doctors after the FMP 
 
GENERAL APPRECIATION OF THE 
FMP 
  
GENERAL APPRECIATION OF THE FMP 
 
041: Accessibility 
042: Continuity (doctor-patient relationship) 
114 
 
 
Education and ethics 
values in population:  
112 
 
 
 
113 Institutionalisation of FM 
discipline in the health system: 
043, 045, 046 
 
114 Accessibility: 041 
 
115 Continuity: 042, 047 
 
116 Lack of organisational justice 
(distributive and process): 048, 
051, 054, 053 
 
117 Unpreparedness for the 
implementation of the FMP: 050 
 
118 Loss of community-based 
primary healthcare: 052 
 
119 Appropriate planning before 
and during the implementation of 
the programme: 055,  
 
120 Increasing the integration of 
PHC in the health system: 058, 060, 
061, 062 
 
121 Eliminating mechanism that 
could affect organisational justice 
and motivation of health workers: 
057, 058, 062 
 
043: Family physician income 
044: Self-employed status (they are their own boss and the 
facility is better equipped) 
045: Systematic work  
046: Acknowledgment of family medicine role in the health 
system 
047: Paediatric follow-up (it specially improved due to the 
performance-based payments) 
048: Lack of support from authorities 
049: Increased responsibilities and expectation from doctors 
050: Lack of planning and regulation of the programme 
051: Negative performance-based payments 
052: Loss of community-based primary healthcare 
053: Ambiguity of job 
054: Inflexible work schedule 
055: Appropriate planning before and during implementation (in 
all stakeholders, population and workforce necessary) 
056: Public ownership of the healthcare facilities 
057: Positive performance 
058: Delimit scope of practice of family physicians 
059: Community based primary healthcare 
060: Structured referral system 
061: Family medicine stakeholders’ involvement in decision and 
implementation of health policies regarding PHC. 
062: Integration of primary healthcare service (public health 
centres and family health centres integrated under the same 
income and work conditions) 
 
115 
 
122 Eliminating market mechanism 
in health system: 056, 059 
 
ACADEMICIAN INITIAL 
THEMES 
ACADEMICIANS  REFINED 
CATEGORIES 
REFINED CODES 
 
 
 
Lack of Planning of the 
implementation of 
health service reform: 
100,  110, 120, 123 
 
 
Uncertainty about the 
quality of training of 
FPs : 101, 103, 108 
 
 
 
Insufficient political 
commitment to 
institutionalisation of 
family medicine in 
health system: 102, 
105, 106, 107, 114, 
119, 124 
 
 
 
EDUCATION 
 
100 Lack of planning workforce 
development: 001, 003, 005, 006, 
011, 018 
 
101 Workload is limitation for 
training: 006, 014, 015 
 
102 Deficient FM stakeholders 
involved in the design and 
implementation: 004, 007, 012, 
013, 019 
 
103 Uncertain quality of 
healthcare: 005, 008, 010 
 
104 Lack of organisational justice: 
009, 016, 017, 020, 022 
 
 
105 Lack of political commitment 
with specialised FM service: 021, 
023, 024 
 
 
EDUCATION 
 
001: Lack of planning of family physicians training 
002: Inclusion of primary care rotation in FM specialisation 
programme curriculum 
003: Lack of provision of enough infrastructure for primary care 
field training by government 
004: Hospital-based medical and family medicine education 
(disease oriented paradigm of healthcare, there is no 
enhancement of family medicine discipline and primary care 
functions) 
005: Very short and fast implemented 
006: Adaptation training unsuccessful (due to poor design, lack 
of regulation and high workload of family physicians) 
007: Deficient family medicine stakeholders’ involvement (in the 
design and evaluation of the adaptation training programme) 
008: Quality of healthcare affected (inadequate training and 
competences) 
009: Lack of organisational justice (distributive, because FM 
specialists think that general practitioners should have the same 
title with them; procedural, because they (family physicians) 
don’t know how the design and trainers were selected) 
010 Uncertainty about the quality of healthcare after the 
programme  
011: Adaptation training programme was deficient 
116 
 
Implementation of FM 
discipline scope of 
practice in PHC: 110, 
116, 117 
 
 
 
Inequalities in health 
workers payment 
system: 109 
 
 
 
 
Lack of organisational 
justice: 104, 109, 112, 
125 
 
 
 
 
Market model health 
service: 107, 111, 118, 
122, 127 
 
 
Increased satisfaction 
with health service: 
113 
 
 
012: New family physicians unexperienced in family medicine 
(physicians from other specialities joined the family medicine 
programme to work in primary care) 
013: Experience of practitioners already working in primary care 
service before the FMP 
014: Demanding work and inflexible schedule are limitations for 
improving competences 
015: Demanding work and inflexible schedule is a limitation for 
training 
016: Double unequal standard in family medicine education (two 
different paths to obtain the specialisation in family medicine) 
017: Both programmes are the same (code opposite to 016) 
018: Insufficient government stewardship in the definition and 
regulation 
019: Lack of family medicine stakeholders in the planning and 
implementation 
020: Lack of organisational justice (distributive, family medicine 
specialists don’t consider it is an equal fair way increase the 
primary care physician workforce) 
021: Lack of political commitment to specialised FM service  
022: Lack of medical graduates’ motivation to enrol the 
specialisation programme 
023: Alternative to FM discipline specialisation (academicians 
other alternative certification pathways to be entitled to work in 
the primary care service) 
024: European Union requirements  
 
PROCESS 
 
PROCESS 
 
025: It is necessary for PHC efficiency 
026: Lack of political commitment to implementation  
117 
 
 
Education and ethics 
values in population: 
107, 115, 126 
 
 
 
 
Quality of health care 
dismissed for quantity: 
121 
 
106 No political commitment to 
referral system implementation 
026, 027 
 
107 Population’s negative attitudes 
to PHC service: 030, 033 
 
108 Insufficient Family medicine 
training of family physicians: 028, 
034  
 
109 Unequal payment system for 
hospital and PHC: 029 
 
110 Medical causes of FPs’ high 
workload: 028, 031, 033 
 
111 Non-medical causes of FPs’ 
high workload: 028, 035, 036, 037 
 
112 Ambiguity in FM scope of 
practice definition: 032 
027: Lack of coordination between services  
028: Primary care physicians’ limitations for the implementation 
(training and high workload)  
029: Hospital financial interests  
030: Population limitations for the implementation  
031: Increased number of patients 
032: Ambiguity of FM role (there is no stability in the definition 
of their duties) 
033: Increased demand from the population 
034: Wide scope of practice of family medicine discipline 
035: Entrepreneur role/management of facility  
036: Strict performance monitoring 
037: Administrative duties 
 
POLULATION 
 
113 Satisfaction with the PHC 
service: 038 
 
114 Population attitudes’ 
secondary to government attitudes 
towards PHC: 041, 040, 039  
 
POPULATION 
 
038 Increased satisfaction 
039 Excessively demanding (overuse and misuse of health 
services) 
040 Disrespect towards PHC professionals 
041 Problems secondary to structural deficiencies of PHC (gaps 
in the primary care structure make population disregard of 
primary care service) 
118 
 
115 Lack of education in general 
population: 038, 040   
 
 
GENERAL APPRECIATION OF FMP 
 
116 Institutionalisation of FM 
discipline in the health system: 
050, 051, 052 
 
117 Continuity of healthcare: 049  
 
118 Satisfaction of patients 053 
 
119 Insufficient integration of 
primary health care in the health 
system 054, 055 
 
120 Unpreparedness for the 
implementation of the FMP: 060 
 
121 Quality of healthcare 
dismissed 059 
 
122 Market model health care: 
056, 057, 058 
 
123 Appropriate planning before 
and during the implementation of 
the programme: 062 
 
GENERAL APPRECIATION OF FMP 
 
042: There is a lack of enough scientific evidence (to evaluate 
the impact of FMP in healthcare so far) 
043: It improved  
044: It has not improved (code opposite to 043) 
045: Unequal healthcare according to socioeconomic statues  
046: Insufficient training of family physicians  
047: Incomplete criteria for healthcare monitoring  
048: Negative performance-based payments (it causes lack of 
distributive organisational justice as hospital physicians receive 
positive surplus per performance) 
049: Continuity of healthcare 
050: Institutionalisation of family medicine as academic 
discipline (increase motivation) 
051: Increased income (increase motivation) 
052: Definition of scope of practice of family physicians  
053: Satisfaction of patients 
054: Lack of integration of family medicine in the system (family 
medicine stakeholders’ opinion overlooked; lack of political 
support in the difficulties encountered in the implementation) 
055: Lack of coordination between different health services 
(Including lack of referral system) 
056: Entrepreneur role of family physician 
057: Family physicians lost community responsibility  
058: Population lost their respect for doctors  
059: Quality of healthcare dismissed  
119 
 
124 Increasing the integration of 
PHC in the health system: 063, 065, 
066 
 
125 Eliminating mechanism that 
could affect organisational justice 
and motivation of health workers: 
065, 067 
 
126 Promoting the enhancement 
of ethics values and education in 
the population: 061, 064 
 
127 Eliminating market model in 
health system: 068 
060: Lack of planning and preparation before the 
implementation of the FMP 
061: Increasing the education of general population 
062: Appropriate planning before and during the 
implementation of the programme (human workforce 
development; educational and healthcare delivery 
infrastructure; population) 
063: Increasing the relevance of PHC in the health system 
(Inclusion of FM stakeholder in decisions regarding primary care; 
accreditation and recertification of family medicine speciality in 
PHC; medical education primary care oriented) 
064: Strengthening healthcare professional ethics 
065: Increasing integration of primary care service (FM and 
community health centres) 
066: Referral chain (coordination between primary and 
secondary care services) 
067: Positive performance-based payments 
068: Community-based primary care service 
 
